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REFLECTIONS ON SOME CURRENT TRENDS IN 


MEDICAL EDUCATION 


IN AMERICA* 


WALTER BAUER, B.S., M.D. 
Jackson Professor of Clinical Medicine, Harvard Medical School ; Chief of Medical Services, Massachusetts General 
Hospital, Boston 


The title of my discussion was carefully chosen as a 
restrictive one. American medical education to-day is 
an unusual mixture of discrete and often discordant 
parts—a heterogeneous collection of different schools, 
different techniques in teaching, and different philo- 
sophies of what the finished product of medical educa- 
tion should be. It would be impossible to present you 
with a clear distillate from this troubled brew, for the 
fermentation is still in progress. I shall therefore 
venture to examine briefly a number of seemingly 
unrelated topics which I believe to be of basic 
importance in this transitional phase of academic 
medicine in the United States. It is not without serious 
misgivings that I undertake this ambitious task, for 
much of what I have to say has been previously 
and skilfully examined here by a number of my 
distinguished predecessors. Their clear appraisals of 
our mutual problems in medical education have estab- 
lished a remarkable standard for this occasion. 

Since the last war much thought and some experi- 
mentation have gone into many aspects of medical 
education in the United States. There have been a spate 
of conferences, a flood of articles, and a deluge of 
speeches concerning such topics as premedical educa- 
tion, the selection of students, the composition of 
the undergraduate curriculum, the recruitment of in- 
structors, economic support of students and of the 
faculty, the pattern of postgraduate education in a 
profession marked by an increasing specialization, the 
responsibility of the medical school to medical research, 
the relative value of full-time versus part-time teachers, 
and so forth, ad infinitum. After attending many con- 
ferences, taking part in numerous discussions, and hear- 
ing the analyses of the few “ experiments ” on what ails 
medical education to-day, | think that some of the 
current confusion may be manufactured. Please do not 
misunderstand me ; problems exist in medical education, 
and they need to be clearly defined and constantly met, 
but I am not convinced that the prognosis is so grim 
as to warrant radical measures at this time. One often 
hears such rotund phrases as “the complete physician,” 
“the whole patient,” “the fundamental or basic 
principles,” “integrated teaching,” “ psychosomatic 
medicine,” in ever-recurring themes and variations. My 
faith in such slogans is feeble. This is not to deny that 


*Address given on October l, 1956, at the opening of the new 
session in the University of Birmingham Medical School. 


many of the new programmes in American medical 
education have a firm footing based on careful thinking 
of what may be accomplished by these innovations. I 
would only hope, however, that as we grope for 
“ principles” in the teaching of medicine we do not 
ignore the words of your professor of medicine, Dr. 
W. M. Arnott (1955), who last year said: 

“In education to-day we hear much about principles— 
always * fundamental’ or * basic’ principles, the teaching or 
inculcation of which is the proud prerogative of this school 
or that department. A good deal of snobbery is attached 
to these terms. The more basic or fundamental the prin- 
ciple is deemed to be, the nearer are all those concerned to 
some mystic state of academic grace. Much of this is little 
more than an example of the limitations of language. Logi- 
cally it presupposes that there exists somewhere a finite 
body of fundamental truth. The detailed curricula of 
medical schools, the itemized requirements of examining 
bodies, even the recommendations of the General Medical 
Council, tend to be regarded as a supreme polypharma- 
ceutical prescription, the accurate dispensing of which will 
result in the ‘compleat physician.’ ” 


Some Generalizations 


In the United States, as here, some would claim that 
there is desperate urgency to reconstruct the medical 
educational system. The problems we face are by no 
means unique to the field of medicine, and I may 
venture at this point to preface my scrutiny of American 
medical education with a few general remarks. We 
should realize at the onset that regardless of the educa- 
tional systems we evolve, there will be a sizable propor- 
tion of medical graduates who will never be the 
physicians we would like them to be. This is a reality 
which we have to accept. One of the reasons we must 
accept is that all men are not born equal, although 
we may prefer to think they are. But whether or not 
they are born equal is of less importance than the basic 
obligation that we construct an environment permitting 
men to function at their maximal capacities, whatever 
these capacities may be. In a just world men may not 
be equal, but opportunity should be. This idealistic 
goal cannot be achieved by decree but should be con- 
stantly pursued in a democratic society. Despite how 
carefully they may be chosen, we know that our 
medical students are not of equal ability. 

As candidates for our medical schools we should select 
young men with strong vigorous minds, stable personalities, 
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ind warm interest in the welfare of others If we place 
such men in an environment that stimulates them we need 
have litthe concern about the type of doctor who will be 


luced In 


this case, the spread between the first man 


in the class and the last man in the class will assume less 
ignificance In a medical school, as in any other institu- 
tion of learning, the challenge is to teach with the zeal and 
skill that will elicit a high minimal level of competence from 
ill students, yet with the flexibility and imagination required 

draw forth the best performance trom the few excep- 
tionally gifted candidates who appear among us 1 hope 
that any change in the educational programme will not be 
to the detriment of the strong students and will not fail 


to challenge our most competent candidates 
It begins when two people 
It is this com- 


irom 


Education ts a simple process 
ut different life experiences meet and talk 
nunication between those who are willing to learn 
yne another which is the essence of the educational experi 
nce The design and organizational setting of 
this exchange, necessary as they may be, are of secondary 
ind of themselves productive of no miraculous 
Teaching stands or falls with the teacher The 
good teacher, the teacher who is professionally skilled, 
who 1s critical, who fosters a spirit of inquiry in those around 
him, who has some understanding of people—their strengths 
and their frailties--is the key figure in any 
With such a teacher, we need worry less about hours, 
programmes, assignments, laboratory reports, and the formal 
paraphernalia of the school This teacher helps to forge 
in intellectual climate in which critical thinking flourishes, 
ind exemplifies humility and compassion in his approach 
to human Himsworth (1951) expressed this idea 


very nicely in another way 
Men are not 


mental attitudes 
which thev live 


structural 


importance 


results 


system of educa- 


thon 


illness 


develop their thoughts and 
According to the environment of opinion in 
ittitudes of mind are more easy for them 
to adopt than others; and, indeed, if the intellectual environment 
it becomes impossible for certain mental attitudes 
Nowadays we cannot conceive of a mental attitude 
yet men, as intelligent 
idea without 


entirely tree to 


some 


is unsuitable 
ever to exist 
which accepted the existence of witchcraft 
and as conscientious as any to-day, accepted the 


question.” 


Premedical Education 


With these few broad generalizations, let us now examine 
the structure of American medical education Education 
is the cultivation of the ability to think, discriminate, and 
make wise judgments It is the acquisition of the art of 
utilizing Knowledge This process must begin early. We 
may be sure that it does not appear in a clap of thunder 
when Young Man meets Cadaver on his first day at medical 
school. By the time the student arrives at a medical school 
in the United States his intellectual habits of a lifetime have 
been formulated and in some cases fixed. To those of us 
in medical education two objectives remain: (1) the selec- 
tion as candidates for medical schools of those students who 
have acquired the rudiments of an education as we have 
defined it; and (2) a constant attempt to define what pro- 
gramme in premedical education is most fruitful of this kind 
of education. It will be recognized that this concern with 
the total educational experience of our medical students 
could rightly be extrapolated further and further back in the 
student's life. For practical purposes we must begin by 
turning our reforming attention to the most immediate pre- 
medical education, that furnished in our colleges and 
universities. 

\ disquieting trend in American colleges has been an 
ipparent loss of regard for a liberal education. There 
does not seem to be the esteem, in the popiilation to-day, 
for knowledge of languages, the classics, and important 
areas in the physical and biological sciences. Knowledge 
for knowledge’s sake is in retreat before the curt pragmatic 
tests of applicability and immediacy Perhaps our society 
has become so preoccupied with applied technology, so 
impatient for quick practical results, that we no longer have 
time in school to get an education It should be stated 
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explicitly that I do not intend to hold up the humanities in 
opposition to the sciences They are not antithetical in any 
sense. I do not see how it is possible for a man to consider 
himself educated to-day if he does not have some under- 
standing of the sweep of the physical and biological sciences 
in the last fifty years and the implications that this holds 
for the future Are not science and the humanities merely 
different methods by which the human mind attempts to 
view itself and its environment and reach an understanding 
of them ? 

In education, as in microscopy, 
perception can be obtained only by such a binocular syn- 
thesis of different images. The student preparing for medi- 
cine does not need from narrow proficiency in 
some obscure corner of chemistry or physics, but rather 
an understanding of the scientific method Likewise, the 
student preparing for medicine does not need from the 
humanities a pedantic intimacy with the Chaldeans or have 
tabulated the number of metaphors in Ainge Lear. He 
should have, however, a sense of familiarity and perhaps an 
affiliation with the best that has been said, done, written, 
composed, and painted in man’s incessant effort to under- 
stand and justify himself. When we have men who can 
successfully fuse these two methods of looking at reality 
into a single image we shall have educated candidates for 


a true sense of depth 


science a 


medical schools. 

How can this ideal kind of premedical education be 
attained I believe that a three-to-four-year college course, 
with approximately equal division of time between the 
liberal arts and the sciences, is in general a good preparation 
for the study of medicine. The student's choice of subjects, 
beyond a minimal number of required courses for admission, 
should be governed by his own interests and by the intel- 
lectual stimulus to be derived from his work. I do not think 
that medical schools in the United States should consider 
the inclusion or supervision of premedical courses similar 
to the British programme The formulation of a specific 
premedical training imposes a premature rigidity in the 
education of young men of various interests and talents in 
the preparation for a profession of diverse specialties and 
requirements. It seems to me to be unnecessary, misleading 
to the student, and possibly inhibitory to his full develop- 
ment as a professional man. The student would be faced 
with the immediate decision to embark upon a restrictive 
professional career before he is fully aware of alternative 
disciplines where his interests may lead him. The earlier 
the student is forced to this decision the earlier he will be 
shut off from the more varied educational aspects of his 
college life 

The paradox remains, however, of how we can allow this 
precious freedom for the student to pursue his intellectual 
interests and yet ensure that he obtains a balanced concep- 
tual scheme of both the humanities and the broader aspects 
of science. Perhaps through the co-operation of various 
departments in our colleges and universities a few such 
survey courses can be gradually evolved as the basic require- 
ment of premedical education, still allowing latitude for 
the individual to explore and expand his own particular 
intellectual interests. 


Selection of Students 


The selection of the student should be the prime concern 
of every medical faculty. A good student will often become 
a good physician regardless of the instruction he receives, 
while a poor one rarely does. Selection obviously implies 
that there are more applicants than student places. During 
the few years following the last world war an enviable situa- 
tion in this regard existed in the United States. For every 
place there were four applicants. This ratio of 4:1 has 
now dwindled to 2:1. With rapid developments in tech- 
nology in the United States, medicine often does not have 
the same glamour to the intellectually gifted as, for example, 
atomic physics has. To the extent, then, that we have 
a selection, we must take as much care as possible to make 
the right choices. Accurate appraisal of a student's qualities 
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is no easy task. Although we gather information from many 
sources, including the student's curricular and extracurricular 
college record, confidential appraisal by teachers who know 
him personally, interviews with members of the admissions 
committees, his scholastic grades carry the maximal weight 
with these admissions committees. This is perhaps un- 
fortunate, but we have very little else to tell us how to 
select correctly. Barring any gross defect, evaluation of 
personality based on brief interviews or letters from college 
instructors has not been reliable. 

Although we have never evaluated our prognostic errors 
and successes, in my view grades are the best guide. Allow- 
ing for exceptions to prove the rule, poor students, who are 
“the despair of their teachers and the sorrow of their 
examiners,” rarely turn out to be excellent physicians. The 
initial selection of the medical student is probably the single 
most important factor in the making of a competent, wise, 
compassionate physician. It is surprising to me that no 
critical evaluation has been attempted of how we can 
improve our ability to select good candidates for medical 
schools. Much more careful thought must be given to this. 


Undergraduate Curriculum 


Once we have selected our medical student, what shall we 
do with him during the four years he has placed himself at 
our disposal ? The most important questions are: (1) What 
shall we teach him ? (2) How should he be taught ? (3) Who 
is best qualified to do the teaching? Curriculum com- 
mittees in the majority of schools in the United States are 
wrestling with the problem of undergraduate medical educa- 
tion. There is considerable enthusiasm for radical change. 
Elimination of departmental barriers and integrated teaching 
programmes are being advocated. A bold frontal assault 
on the entire entrenched medical curriculum has been made 
at the Western Reserve University, and similar adventures 
on a smaller scale are being contemplated at other medical 
schools. I use the word adventure advisedly, and not 
experiment, for inherent in the use of the latter word is the 
implication that some method of assessing the results of a 
given endeavour is available, and such is not the case. 

Is there a need for radical changes in the curriculum to- 
day? The present structure of medical education was 
introduced more than fifty years ago, at a time when the 
undergraduate curriculum was considered the whole, or 
nearly the whole, of medical education. It was expected to 
supply adequate competence in the practice of medicine. 
Since 1900 medical knowledge has grown enormously. It 
has long been evident that no individual man can master 
more than a small fraction of it. The bedside has become 
crowded by experts who command relatively small areas 
of medicine but command them well. We have benefited 
greatly from this new knowledge, but the undergraduate 
phase of medical edugation can no longer turn out physicians 
ready to embark upon the competent practice of medicine. 
It has to be satisfied with the building of general com- 
petence, leaving the acquisition of special knowledge and 
skills to the graduate training programme. 

Over the years large masses of unrelated facts and myths 
have sedimented out in our curriculum, stultifying original 
thinking and correlation of what is taught, encouraging rote 
memory rather than incisive thinking. It has been difficult 
to exhume what is important from this morass of self- 
perpetuating facts, on to which new facts are deposited from 
each issue of our technical journals, The difficulty is 
compounded because few agreements can be reached regard- 
ing what is important to teach and what may be safely 
relegated to the reference library. The older departments 
struggle to keep their traditionally assigned proportion of 
time. Newer ones clamour for more, lest they may appear 
to profess a subject of little importance. The following 
excerpt from a recent convocation address by Dr. G. W. 
Pickering (1955) contains a colourful description of the 
situation : 

“ Unfortunately, it tends to happen, in our country at least, 
that each professor feels it his duty to his subject to see that 
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sufficient hours are allocated to it in the curriculum and that 
his subject has a separate examination in which the student must 
pass before he is allowed to leave that department. In my more 
detached moments, I sce these worthy gentlemen cach determined 
to exact his pound of flesh, like a flock of vultures descending 
on the student, until only the bare bones are left. And I some- 
times feel when I listen to these eminent scientists that their 
arguments are all perfectly valid, except that they have forgotten 
one thing—that the subject of their improving exercises is a living, 
feeling, and, we hope, thinking human being whose capacity to 
take intellectual punishment is extremely limited.” 

I would like to think that I am not a blind defender of 
the status quo. & have no sympathy for the point of view 
that there is no need for improvement. I would, however, 
hope that in our enthusiasm for integrating the curriculum 
we do not ignore the facts that defy integration. We have 
not yet reached the stage in medical science where we have 
perceived the Divine plan behind it all. Certainly we all 
agree that the best physician and the greatest scientist is 
one who can separate the relevant from the irrelevant, who 
can see new and significant relationships that elude others, 
who can generalize accurately from a study of particulars. 
We want doctors and medical investigators with this com- 
petence. It does not follow that the laying of things in 
pedagogical juxtaposition insures that such a unity can be 
achieved. To attain the desired maturity the student must 
ultimately learn to make these correlations for himself. The 
newer programmes of “ integrated teaching” are interesting 
devices wherein teaching may occur, but do not of them- 
selves guarantee good teaching. 

We have before us the problem of the mounting mass 
of facts gleaned by specialty investigators. We cannot 
teach them all, There are two broad ways to attack this 
problem: 

1. We can delete certain facts from the teaching—that 1s, 
require that a given discipline clean its own house of irrelevancies 
and be covered in a limited amount of time. This is the way we 
do it now, within the necessary confines of a four-year course. 
Still there is the clamour of newer subspecialists to be included 
in the teaching programme. The problem of what to drop 
from the requirements, and what to keep, is a very difficult 
one. 

2. We can investigate the borderlands among certain disciplines, 
say, for example, anatomy, physiology, biochemistry, and 
pharmacology, and attempt to find a more unified and coherent 
way. This is integrated teaching on a small scale for efficiency’s 
sake. This has great merit, theoretically, but we must not over- 
look the uncommon ground, where many a discovery may lie. 


I do not know how best to resolve this question, except 
to say that it is going to take all our ingenuity to prevent 
ourselves from being inundated by the productivity of our 
research laboratories. Perhaps I am playing the Devil’s 
advocate here, for I admire the vigour and enthusiasm with 
which the unified approach is being executed in certain 
American medical schools. May I leave it with the follow- 
ing quotation from Santayana: . . . Vitality of any sort, 
even if expressed in fancy, can blunder through many a 
predicament in which reason would despair” ? 

There is an urgency, in some quarters, to accentuate the 
psychological, and environmental .facets of the 
patient’s problem. This is unquestionably of importance, 
but adds another burden to the bulging curriculum. Some 
American schools are experimenting with home-care pro- 
grammes at the undergraduate level in an attempt to quicken 
the student’s understanding of disease as something which 
happens to human beings rather than as a thin, stained slice 
of tissue under a microscope. But are we asking the students 
merely to play at being doctors, or are we teaching them 
medicine in the broad sense of the term? The question 
should be asked not if such a programme is helpful, but 
rather is it the most economical expenditure of the student's 
time and effort? Does he gain more than he would nor- 
mally gain under the maturing influence of the patient 
contact in the ward and out-patient setting. Those who 
advocate such a home-care programme for undergraduate 
medical students should be prepared to answer these justi- 
fied scepticisms. 
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Opportunities for Students 


May I now tell you about the experiences of medical 
students in a teaching hospital in the United States? One 
of the strongest points in the education of the student is 
the highly individual attention given to him in his clinical 
teaching. He is assigned to a ward with one or three more 
students, where he learns the methods available for studying 
and evaluating patients. Along with the resident and the 
intern, he is an integral part of the ward team. He has 
the responsibility for the complete clinical work-up of a 
certain number of patients The pace is set such that 
emphasis is on thoroughness and quality rather than 
quantity. He must put his observations and evaluation into 
writing which forms part of the official hospital record. 
Each morning before the senior visiting ward physician and 
the rest of the ward team, he presents the history, the 
physical findings, the routine laboratory data, and his 
formulation of the case based on these facts. These find- 
ings are checked There is a detailed discussion of the 
case in a spirit of free give-and-take. He is encouraged to 
speak his own mind freely, in agreement or disagreement, 
which he soon learns to do. Interpretation of clinical 
observations in terms of basic physiological and biochemical 
principles is emphasized. Stimulated by discussions of the 
case, the student acquires the healthy habit of reading 
journals to find the latest information about a disease, and 
this, in turn, stimulates further discussion. The visiting 
physician welcomes the opportunity to be drawn into a 
debate with the student The atmosphere is created in 
which each is willing to learn from the other, without undue 
regard for rank on an academic scale. 

Educational opportunities in a teaching hospital are un- 
limited, and, gratifying enough, most students take advant- 
age of them. They spend much time in leisurely discussion 
regarding various medical topics with the senior ward resi- 
dent and with various members of the consulting services. 
They attend and often participate in the weekly clinico- 
pathological conferences, the grand rounds, and other group 
discussions, and are assured of a patient hearing at any of 
them. At the weekly ward social service rounds attended 
by social workers, the visiting physician, and the ward 
team, the student presents the social problems of his patients 
and learns something about rehabilitation, available social 
agencies, and the part they can play in alleviating the effects 
of illness. 

The student thrives in this environment. He feels that 
there is no sharp distinction between students and physi- 
cians—all are students of medicine. Responsibility is given 
to him in so far as he demonstrates his ability to discharge 
it. His education is rapid, and is based on a genuine and 
active interest in his work. 


University Teachers 

Selection of academic staffs is a heavy responsibility. The 
faculty is composed of two t\pes—full-time members, who 
receive relatively little income from private patients, and 
part-time staff, who can treat as many private patients as 
they wish, so long as private practice does not interfere 
with their assigned duties of instruction and, in some cases, 
research. The full-time members of the faculty are paid 
by salary and include almost all teachers in the preclinical 
science departments but relatively few in the clinical depart- 
ments. A large proportion of clinical teaching in many 
medical schools, particularly those in large metropolitan 
centres, is carried on by part-time teachers who receive 
little or no salary. They are given hospital staff appoint- 
ments and privileges to use the hospital facilities. The full- 
time teachers accept their positions because they are 
genuinely interested in academic medicine and are willing 
to serve at a financial sacrifice. Many of the part-time 
teachers donate their services out of the same motivation. 
Medical schools must find a way of raising salaries, particu- 
larly in the preclinical years, in order to attract promising 
medical graduates, for one of the main reasons for the 
dearth of physicians in the preclinical sciences is economic. 
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The full-time system at Harvard is rather unique in that 
private practice is allowed, with the proviso that income 
from this source is not to exceed the amount paid by salary. 
The system has worked well at Harvard, where the care ol 
the patient and teaching responsibilities are shared by a 
large part-time clinical staff—and where, by tradition, the 
full-time men have voluntarily undertaken little or no 
private practice. A disquieting trend is the misapplication 
of this system in many university hospitals located in small 
suburban communities where little or no part-time staff is 
available to carry the heavy routine load. In these areas, 
prior to the introduction of the Harvard system, the bulk 
of the clinical faculty was, of necessity, so occupied with 
routine duties—ward rounds, out-patient clinics, and teach- 
ing activities—that there was little time for research. Now, 
with a full-time system that permits the clinician to earn 
in practice the equivalent of his university salary, the “ full- 
time ” clinician has even less time for research, reading, and 
furthering his own educational growth. This system is not 
in the best interest of academic medicine in America. This 
unfortunate outcome can, however, be corrected by sub- 
stantial additions to the clinical faculties of the university 
hospitals concerned. 

The full-time departmental heads at Harvard—and | 
suspect elsewhere—face another dilemma. Suitability for 
this position is determined in part by the candidate's pro- 
ductivity as an investigator. In his new position he finds 
himself saddled with too many responsibilities of an admini- 
strative nature. His research career all but comes to an 
end. Ruefully, Professor William B. Castle at Harvard 
said: “ We become professors of administrative medicine.” 


Residency Programme, Postgraduate Training, and 
Specialization 

Limited as our individual capacities are and vast as medi- 
cal knewledge has grown to be, specialization has become 
a necessity. Specialization, | maintain, should begin only 
after three years of training in general medicine or surgery. 
The current practice of retiring to the sheltered confines of 
the left auricle or the right knee-joint after completion of 
one year of internship results in a specialist not properly 
equipped to deal with the general body of medical know- 
ledge. Such specialists do not make effective members of 
a teaching hospital staff. 

A training period of three years in general medicine has 
other things to recommend it. The limitations of human 
ability are such that only a few people make outstanding 
discoveries. The incoming interns do not realize this fact. 
Exposed as they are in certain university clinics to the 
powerful influences of their teachers, most of whom are 
engaged in research work, the majority of the new graduates 
in many large centres want to take up investigative careers. 
As I interview Harvard Medical School applicants each year 
for internship appointments at the Massachusetts General 
Hospital, I find that not more than one in thirty wishes to 
go into medical practice. Many of them are doomed to 
frustration ; and therefore I constantly preach to these young 
doctors what I sincerely believe—namely, that giving good 
medical care is the primary duty of every physician, of 
every hospital, and that all research and all teaching should 
be subsidiary to good patient care. I say to them: “If 
you can do some research, God bless you; if you can do 
some teaching, God bless you; if you can do neither, you 
should be proud that you are capable of providing good 
medical care.” 

4 three-year period of training in general medicine pro- 
vides adequate time for the realization of one’s assets and 
limitations as a physician. At the end of this period those 
who want to enter the practice of internal medicine will 
have had adequate training and will be ready to undertake 
their chosen profession as able clinicians. Others will move 
on for further training in their chosen fields. 

A three-year postgraduate training programme has another 
advantage. As an intern in the first year, the young doctor 
learns, as he has never learnt before, how to accept responsi- 
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bility, how to evaluate emergency situations carefully and 
accurately, yet with some speed. His practical learning 
soars. He acquires competence in basic hospital procedures. 
As an assistant resident, he is in a position to make use of 
his previous experiences, to reach more mature judgments, 
to bring to bear on his patients’ problems a fair measure 
of critical evaluation. As a resident, with fewer ifmmediate 
ward responsibilities, he is in a position to mobilize his 
experience, to augment his work of the previous two years 
with extensive reading. His judgment bears considerable 
weight in the handling of difficult and equivocal patient- 
problems. Thus he has acquired a foundation on which 
to build in any direction he chooses. He is now equipped 
for the practice of internal medicine. 

One of the most illuminating experiences this house officer 
has had during his three years’ stay is his training in a 
variety of hospital settings. Does the teaching hospital 
which is divided into autonomous separate firms, each 
manned by a permanent chief and with little inter-communi- 
cation, provide the same varied training experience for the 
house officer? There can be no doubt that he acquires 
coherent knowledge under this system. Is this, however, 
sufficient justification for its perpetuation ? Does it inhibit 
the growth of critical knowledge, promote hero-worship, and, 
at times, respect for authority rather than for ideas? Will 
it lead to frustration when in the light of later experience 
these gods, not too infrequently, turn out to be “ tin-gods ” ? 
Again, I can only raise these questions. I cannot answer 
them. Some of my British colleagues, visiting the teaching 
hospitals in the United States, agree with me in preferring 
the system in which the many wards within the service 
are not autonomous isolated units, but instead are super- 
vised by carefully selected senior clinicians who are attached 
to the wards for periods of only two to four months each 
year. The house officer therefore comes in contact with 
many physician-teachers with differing ideas. 

We face still another problem in the training required 
for specialty board certification. There is no doubt that 
specialty boards have raised the standards of practice in 
America, yet they do impose severe burdens on the young 
doctor. In most instances board certification means pro- 
longing his training period to four years or more. Often 
without such certification he cannot obtain an appointment 
even at the smaller non-teaching hospitals. This introduces 
an element of unwarranted pressure and great financial 
hardship on many competent young doctors who would 
make fine additions to hospital staffs, though not board- 
certified. Certainly in the academic field of medical educa- 
tion and research I see no need for specialty boards. It 
seems to me that a good medical education and three sound 
years of graduate training—plus a year or more in a basic 
medical science—equip a man for research in medicine if 
he has the other indispensable qualifications, which include 
interest, originality, and creativeness. 


American Medical Association 


Now, in approaching the end of my talk, I come to the 
difficult task of assessing the role of organized medicine in 
the growth of American medical education. 

The American Medical Association, which regulates ethics 
and standards of the practice of medicine, is composed of 
practising physicians who, understandably, resent super- 
imposed restrictions and impersonal remote supervision. 
The physician, by his nature and training, deals with people 
on an individualistic and personalized basis. He is in no 
mood to function at the command of a bureaucrat. In his 
setting he tends io be conservative, suspicious of encroach- 
ments by city, state, and federal agencies on his indepen- 
dence and freedom of action. It is not for me to decide 
that his attitude is good or bad, but I think we will all 
agree that many aspects of it are understandable. 

In the United States to-day we face a real problem in the 
financing of our medical schools. Teachers are woefully 
underpaid, and schools are understaffed. Income from 
endowment can no longer carry the full cost. The demand 


for doctors increases with the expanding population. It is 
in the public interest to train better doctors and more 
doctors, all of which is expensive. Where are the schools 
to get this money ? Inevitably, of course, the schools are 
turning to the Federal Government for assistance. The 
American Medical Association, worried that the man who 
pays the piper will call the tune, has vigorously opposed 
efforts of the schools to achieve favourable legislation for 
financial assistance. The cry of socialized medicine can 
be heard over the battlefield, and I must confess that at 
times I am very confused as to what this term means. I 
gather that to the leaders of medical opinion in the 
American Medical Association, socialized medicine means 
the direction or undue influencing of the practice of medi- 
cine by a government body—notably a federal agency. How 
much of this alarm is derived from the inherent resistance 
of the American Medical Association to any new sugges- 
tion of change in medical practice I cannot say. As I said 
before, this would be understandable, but I think it is not 
necessarily realistic. 

Proper legislation, with proper safeguards to protect the 
autonomy of the medical schools, could hardly be called 
encroachment of government influence over the domain of 
the private practice of medicine. Certainly federal grants 
for medical research have not demonstrated this predicted 
omnivorous tendency. In fact, they have become increas- 
ingly more liberal, often imposing fewer restrictions than 
many of our private granting agencies. Perhaps this is not 
an analogous “ pilot-experiment” for federal support of 
medical education. The practitioner fears that if govern- 
ment interest extended beyond the financing of medical 
research the practice of medicine would be increasingly 
controlled and regulated by federal bureaucracy. It is my 
firm belief, however, that proper legislation can ensure 
financial support for medical schools without jeopardizing 
their independence of action in the teaching of students. 
Doctors themselves are beginning to contribute financially 
to the support of medical schools in larger numbers, but 
their contributions constitute only a trickle where a river 
of assistance is needed. I hope that the younger genera- 
tion of doctors, working vigorously to express themselves 
within the American Medical Association, will ultimately 
help to siphon off the element of entrenched, unyielding 
reaction, to the extent that it exists. In this way the pro- 
fession’s view about the critical needs of the medical schools 
may be gradually broadened. 

As I come to the end of my discussion, I wish to state 
that American medical education is basically sound. 
Problems are inherent in any human endeavour, yet man 
lives by problems. My attitude towards them is best 
summed up in the following quotation from Goethe: 
“Man is born not to solve the problems of the universe, 
but to find out where the problem begins, and then to re- 
strain himself within the limits of the comprehensible.” 
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The first four issues of the New Scientist, a weekly maga- 
zine for those interested in the progress of science, have now 
appeared. Edited by Mr. Percy Cupitpp, formerly editor 
of the Daily Herald, it aims to tell its readers, in clear 
language, about scientific discoveries and their industrial, 
commercial, and social implications. In appearance the 
New Scientist is a 60-68-page magazine of similar format 
to week-end reviews such as the Spectator and Economist. 
Besides expository and reviewing articles by well-known 
scientists and scientific journalists, the magazine also in- 
cludes shorter comments, a news section, book reviews, 
correspondence, an American newsletter, a guide to careers 
in science, and a section of short annotations called “It 
Seems to Me.” A useful feature is the potted biographies 
of the principal contributors. The New Scientist is pub- 
lished on Thursdays and costs Is. an issue. 
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The injection of small quantities of oxygen or of various 
other gases into the brachial artery of the normal subject 
is followed by marked vasodilatation in the hand and 
forearm which persists for an hour or more (Dull, 
Greenfield, and Whelan, 1953). This observation 
Suggested a possible application’ in the treatment olf 
patients with ischaemic disorders of the limbs. Much ol 
the disability in these patients is a direct consequence ol 
reduced blood flow to skin and muscle, and it was felt 
that if vasodilatation could be: obtained comparable in 
degree and duration to that in normal people sympto- 
matic benefit might result. Intra-arterial oxygen has 
been employed as a mode of therapy in ischaemic 
disorders of the lower limbs by Lemaire, Loeper, and 
Housset (1948); they were impressed with its effect in 
improving symptoms. Since then several workers in 
Germany (Wernitz and Dorken, 1954; M. Ratschow, 
personal communication, 1955; Hasse, Koble, and 
Linker, 1955) have claimed therapeutic benefit from 
intra-arterial oxygen therapy. 


This paper presents the results of a detailed study of 
circulatory changes induced by intra-arterial oxygen 
injections in patients with peripheral arterial disease 
involving upper and lower limbs. The changes are com- 
pared with those following intra-arterial injection of 
three potent vasodilator drugs: tolazoline (‘“ priscol ”), 
hydrallazine (“apresoline™), and  phenyl-iso-butyl-n- 
p-hydroxy ephedrine dilatal 


Methods 


The investigations were carried out at a room temperature 
of 20-24° C. The patient rested on a couch for at least an 
hour before observations were made In the case of the 
upper limb, injections were made intv the brachial artery 
in the antecubital fossa ; for the lower limb, they were made 
into the femoral artery in the groin. The limb into which 
the injection was made was raised slightly. A continuous 
infusion of 0.9 saline was maintained into the artery from 
a mechanically driven syringe, and the gaseous oxygen was 
added slowly to the stream of saline through a side-arm in 
the connecting tubing. 

On most occasions measurements of blood flow were made 
by the technique of venous occlusion plethysmography 
(Barcroft and Edholm, 1943). The segment of limb being 
investigated was enclosed in a water-filled mechanically 
stirred plethysmograph (Greenfield, 1954), the water 
temperature being 31-32° C. for the hand and foot, and 
34-35° C. for the forearm and calf. Normally the corre- 
sponding segment of the opposite limb was used for control 
observations, but on a few occasions on which it was desired 
to record simultaneously from the calf and the foot of the 
limb which received the injection no control observations 
were made. The venous collecting pressure was usually 


50-70 mm. Hg, but at the peak of vasodilatation in the foot 
it was sometimes necessary to employ pressures as low as 
30 mm. Hg. Cuffs at the ankle and wrist respectively were 
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inflated to a pressure of 200 mm. Hg for one minute before 
and during the recording of calf and forearm blood flows. 
After each injection of oxygen or of a vasodilator drug, 
blood flow records were taken at frequent intervals for one 
and a half to three hours. If at the end of this time the 
blood flow was still significantly raised further observations 
were made at intervals until it had returned to the resting 
level. 

On some occasions changes in the skin temperature of the 
foot following injection were measured by a thermo-electric 
junction. 

The dose of oxygen was 10 ml. for the upper limb and 
30 ml. for the lower limb, given over a period of 10 to 15 
minutes. In the case of the vasodilator drugs the quantities 
injected intra-arterially approached or equalled the full 
intravenous doses, so that a very high local concentration 
was attained in the limb injected. For the lower limb the 
quantities were: tolazoline 50 mg.. hydrallazine 20 meg., 
dilatal 10 mg. ; for the forearm and hand the corresponding 
quantities were 25-40 mg., 10-12 mg., and 5 mg The 
vasodilator drugs were administered steadily over 5 to 10 
minutes 

Eighteen patients were studied, as shown in, Table I: 


Total Under Over 
< 
Disorder Male Female} 30 | 90 
Years Years 
Raynaud's phenomenon 2 2 
Intermittent claudication . 2 10 4 6 
Ischaemic necrosis of feet | 2 i 3 0 3 
Total 43 18 7 il 
Appearances 


Following injection of tolazoline the skin of the limb 
distal to the site of arterial puncture rapidly became bright 
red; this persisted for about an hour, then slowly faded. 
Colour changes subsequent to injection of hydrallazine and 
dilatal were similar but less pronounced. 

The sequence of colour changes in the upper limb (Duff 
et al., 1953) and lower limb (Hasse et al., 1955) of healthy 
subjects following intra-arterial injections of oxygen has 
already been described. Similar changes were noted in the 
diseased limbs of the present study. As the slow infusion 
of oxygen began blanched patches appeared in the skin distal 
to the site of injection. A crepitant sensation was imparted 
to the palpating finger by the passage of minute emboli 
through the radial and posterior tibial arteries ; tinkling 
sounds were audible on auscultation over these vessels, and 
sometimes they could be heard by the naked ear up to 10 cm. 
distant from the vessel. 

The patient was often conscious of a prickling sensation 
in the limb along the course of the major vessels, but real 
discomfort was rare. Five minutes later the limb was 
uniformly of a waxy white hue, the distal pulses were of 
poor volume, and the superficial veins were collapsed. Soon, 
however, the characteristic blue and then red patches 
appeared on the skin, spread concentrically, and coalesced to 
give a marbled appearance. Next the blue patches faded 
and the limb was uniformly erythematous. Colour changes 
were often noted in the ipsilateral lower abdominal wall and 
external genitalia owing to dispersal of gaseous emboli or 
vasodilator drug in the superficial hypogastric and external 
pudendal vessels. Localization of injected dilator drugs was 
sometimes seen, as evidenced by flushing confined to distinct 
areas, usually of the lateral or medial aspect of the thigh. 
Such localization, was not seen after injection of oxygen, 
presumably because turbulence created by the fine stream of 
bubbles favoured more even mixing with the blood. 

That the injected oxygen was distributed not only to the 
skin of the limb but also to the underlying muscle was 
demonstrated by measurement of the oxygen saturation of 
blood samples taken from a deep vein (draining muscle) and 
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a superficial vein (draining skin) before and after an injection 
of 5 ml. of oxygen into the brachial artery. Oxygen satura- 
tion was measured by a _ spectrophotometric technique 
(Roddie, Shepherd, and Whelan, 1956). Before the injec- 
tion the oxygen saturation of the muscle blood was 55 
and of the skin blood 69%. After injection the saturation 
of the blood from both sources rose simultaneously to attain 
values of 89 and 91% respectively within 25 minutes 
Similar results were obtained in two other experiments, and 
indicate that the injection of gas into the brachial artery 
causes a dilatation of the vessels of both the skin and the 
muscle of the forearm. 


Circulatory Changes in the Upper Limb 


A typical series of results are shown in Fig. 1. This 
patient, a man of 64, suffered from severe Raynaud's 
phenomenon associated with arteriosclerosis ; in addition he 
had worked with vibrating tools for a number of years. 
Injection of 10 ml. 
of oxygen into the 
left brachial artery 
104 was followed by 
prolonged vaso- 
dilatation, the 
hand blood flow 
t being still signifi- 
1) 20 30 40 % 7% cantly increased 

LLAZINE] ~TOLAZOLINE] DILATAL after 48 hours. In 
12 mg- 40 mg. S mg. contrast, the blood 
flow had returned 
to normal two 
hours after injec- 
tion of tolazoline 
and four hours 
after injection 
of dilatal. The 
effect of hydralla- 
zine was intermed- 
iate, since the 
10 20 8 10 20 blood was 
Fic. 1.—Comparison of effects of oxygen, 


hydrallazine, tolazoline, and dilatal intra- : 
arterially on hand blood flow of patient fallen to a normal 
with Raynaud’s phenomenon. Arrows level after 22 
indicate the times at which infusions of h 
ours. 
oxygen or vasodilator drugs began. Dots 
injected side. Circles—control side. 


10x imi. 


y 
i 


° 


BLOOD FLOW ML./IOO ML./MIN. 
w 
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During a period 
of three weeks 
seven oxygen injections were given, the results of which are 
summarized in Table Il. It is seen that the duration of 
vasodilator response is variable. After the fourth and 
seventh injections the vasodilatation was no more pro- 
longed than that obtained by tolazoline and dilatal. Similar 
results were obtained in the other patients with Raynaud's 
phenomenon. 


Taste Il 
Hand Blood Flow (ml. 100 ml. min.) 
No. of (i) (ii) (iti) of 
Injec Left Hand Left Hand Right Control Vasodilatation 
tion at Peak Hand “(CH 
I othe of Simultaneous (Hours 
Vasodilatation with (ii) 
1 33 92 38 45 
2 | 5-4 139 49 60 
3 | 45 13-3 60 24 
a 59 15-5 65 24 
49 18-0 $3 42 
6-0 15-9 61 24 
5-0 11-0 5-6 2-4 


Circulatory Changes in the Lower Limb 


Changes in calf blood flow following intrafemoral 
injection of oxygen and the three vasodilator drugs are 
illustrated in Fig. 2. The patient, a man of 37 with 
Buerger’s disease, had suffered for two years from severe 
intermittent claudication; bilateral lumbar sympathec- 
tomy had produced only transient improvement and his 
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exercise tolerance was limited to 50 yards. Dilatal, tolazo- 
line, and hydrallazine produced moderate increases in blood 
flow, with a return to the resting level in a few hours. In 
contrast, vasodi- 
1. 
iatation following Op 2 mi 
intra-arterial oOxy- , 
z 
gen persisted for =10- 
over 30- hours 
Before the admini- 
stration of oxygen 
this patient could 
make only 30 con- 
tractions of the 
calf muscles at in- 
tervals of two 
seconds against re- 
sistance ; during the 
subsequent 
dilatation he was 4 4 
able to perfor 0 
© 6 06 6 0 
similar contrac- HOURS 
tions before the kia, Comparison of effects of oxygen, 
onset of severe _ hydrallazine, tolazoline, and dilatal on 
cramp (Fig. 3). calf blood flow of patient with severe 
intermittent claudication. | Conventions 
as in big. | 


ML./M 


4 

4 


40 
HYDRALLAZINE | TOLAZOLINE | DILATAL 
SO mg. 5 mg. 


BLOOD FLOW ML./i00 
° 
3 


te 


This suggests that 
the ability to per- 
form work was improved by the injections ; however, too 
much emphasis cannot be laid on this finding, since it is 
difficult to assess the role of psychological factors in the 
performance of such tests in intermittent claudication, and 
a precise measurement of work capacity (Shepherd, 1950) 
was not made 


O, IS x 2m! 
4120 
480 
| 
8 
2 
g 
S 
° 10 20 30 40 50 
HOURS 


Fic. 3.—Effect of vasodilatation induced by intra-arterial oxygen 

on onset of intermittent claudication. Vertical lines in upper 

frame indicate number of contractions of calf muscles carried 

out at 30 per minute before claudication forced patient to stop. 
Other conventions as in Fig. 1. 


Op 10x 
@ SYMPATHECTOMY 
> CONTROL 
2 
= 
= 
8 C09 ° 
30 40 90 
HOURS 
Fic. 4.—Vasodilator effect of intra-arterial oxygen on calf blood 
flow of a recently sympathectomized limb. onventions as in 
Fig. 1. 
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Similar results were obtained in other cases of intermittent 
claudication in which studies of blood flow were made 
While oxygen usually caused vasodilatation lasting 24 to 60 
hours, on some occasions it was effective for only four to 
six hours. The response of the peripheral circulation was 
comparable in patients who had been subjected to lumbar 
sympathectomy to those in whom no operative procedure 
had been carried out (Fig. 4). 

In two patients there was an unexpected fall in foot blood 
flow following injections of the vasodilator drugs. This was 
investigated by recording blood flows simultaneously from 


f ir 1 f 
(OXYGEN TOLAZOLINE mg.| |MYDRALLAZINE 20 mg. | 
| 
| | 
| 
1O4 
| 
> 2 2 2 
HOURS 
Fic. S.—Effect of intra-arterial oxygen, tolazoline, and hydralia- 


vine on foot and calf blood flow measured simultaneously in same 


imb of patient with severe intermittent claudication 


the calf and the foot of the injected limb ; the results in one 
of the patients, a woman aged 50 with severe intermittent 
claudication, are shown in Fig. 5. It is seen that, following 
injection of both oxygen and vasodilator drugs, the foot 
blood flow falls simultaneously with a rise in calf blood flow. 
This variety of response was unusual; in most cases both 
foot and calf blood flows increased as illustrated by the 

observations (Fig. 6) on a young 


Woman with acrocyanosis and 
2 30 Raynaud's phenomenon. 
> In the cases of ischaemic 
necrosis of the feet circulatory 
220% CALF changes were assessed by record- 
§ ing skin temperatures at various 
+ te sites on the feet and toes. A 
= ; typical result is shown in Fig. 7. 
— ao This patient, a man of 58, suf- 
fered from hypertension and 
a | arteriosclerosis with intermittent 
> claudication and early gangren- 
O =. ous changes in the second toe of 
o : the left foot. During the two 
a hours following the injection a 
2 


gradual rise occurred in skin tem 
perature recorded on the dorsum 
arterial oxyeen on calf the foot (from 22 to 28° C.) 
and foot blood flow and the great toe (from 20 to 


HOURS 


measured simultaneously 26.5° C.), the temperature on the 
with acro control side remaining steady at 
cyanosis and Raynaud's 

about 23° C. At the end of four 


phenomenon. 
hours the skin temperature of the 


great toe was gradually falling, but ‘hat of the dorsum of 
the foot remained at 28° ¢ More prolonged observations 
were not practicable, since the length of time which the 
patient could be kept in the laboratory was limited and the 
skin temperature of the control side varied widely with 
changes in environment. 

A small number of patients were treated with six injections 
of oxygen at weekly intervals. After individual injections 
the patients often claimed marked symptomatic improvement 
for a period of about two days—that is, for approximately 
the duration of the significant elevation of blood flow ; the 
hands or feet felt warmer and the distance walked before the 
onset of claudication pain was increased. One patient noted 
improved healing of ischaemic feet ulcers, and another 
experienced such relief from attacks of Raynaud's pheno- 
menon that sympathectomy was postponed. In general, how- 
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ever, the effects were short-lived, and there was no striking 
improvement in symptoms at the end of a short course of 
treatment. 

A series of injections at short intervals of time were given 
to two patients in attempts to obtain a sustained elevation of 
flow. In the case of the upper limb (Fig. 8 A) the responses 


@ GREAT TOE Oy Calm 
307 DORSUM 
OR GREAT TOE 
oo 
234 
~ 
2 
z 204 | 
2 3 4 25 
HOURS 


Fic. 7.—Skin temperature changes on toes and dorsum of foot 
following intra-arterial oxygen in patient with arteriosclerosis and 
early gangrene, 
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Fic. 8.--Attempts to maintain vasodilatation by repeating intra- 
irterial Oxygen injections at intervals. (A) Hand blood flow in 
@ patient with Raynaud's phenomenon. (B) Calf blood flow in a 
patient with intermittent claudication. Conventions as in Fig. 1 


to the oxygen injection were very variable and a sustained 
increase in hand flow was not obtained by four doses ove! 
a period of 120 hours. In the case of a lower limb three 
injections over the same period of time resulted in a 
sustained increase in calf flow which was at no time less than 
double the resting level of flow (Fig. 8 B). 


Discussion 

Since the report by Singer (1943) several groups of workers 
have administered vasodilator drugs by the intra-arterial 
route to patients with occlusive arterial disease. A wide 
range of drugs including acetylcholine, histamine, papaverine, 
“ hydergine,” hexamethonium, and tolazoline have been used 
by Edwards et al. (1952). These authors have been 
encouraged by improvement in a large percentage of their 
patients to use the method on an increasing scale ; in some 
cases surgical intervention was rendered unnecessary, and 
benefit was obtained in others in whom symptoms had 
recurred following surgery. The duration of action of any 
of the pharmacological preparations at present available is, 
however, short, and it was felt that the ideal vasodilator 
substance would be one with a much more prolonged effect. 

The increase in the blood flow after oxygen injections in 
the patients is comparable to that obtained in normal 
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subjects. Usually the vasodilatation lasted for 24 to 60 hours. 
This is far in excess of that produced by any of the three 
drugs tried in the same patients. Sometimes, however, the 
vasodilatation was less well sustained, the blood flow falling 


to the resting level in six hours or less. It is unlikely that | 


localization of the injected gas to one branch of the main 
limb artery entirely explains this finding, as there was a 
generalized distribution of the initial colour changes in the 
skin of the injected limb on these occasions. 

The administration of oxygen has been a relatively safe 
procedure. The injections are made with the patient hori- 
zontal, and the injected limb is held slightly raised to guard 
against the possibility of gas emboli spreading proximally 
against the current of arterial blood and causing visceral 
infarction. The possibility exists that, in patients with 
degenerative arterial disease, injections may cause local 
damage to the arterial wall or dislodge material from 
atheromatous plaques. Care is taken to make each injection 
at a different site and to use a sharp short-bevel needle, 
I mm. in external diameter, and no such complications have 
been encountered. Additional precautions include the use 
of smaller quantities of oxygen than those employed by the 
Continental authors, and administration at a much slower 
rate. Hasse er al. (1955) consider that injections should not 
be given to patients with recent acute thrombotic episodes, 
and that the method should be used with caution in patients 
with advanced ischaemic lesions in the feet, since in them the 
injected oxygen may be sufficient to occlude entirely the few 
patent vessels. The only complication in the present series 
occurred in such a case. 

The patient, a man of 47, suffered from arteriosclerosis and 
Raynaud’s phenomenon with ischaemic changes in the skin 
of the finger-tips. The resting hand blood flow, despite a 
warm environment (room temperature 22° C.; plethysmo- 
graph temperature 33° C.), was less than 1 ml./100 ml./ 
minute ; after injection the usual sequence of colour changes 
in the skin was noted, but no rise occurred in blood flow. 
Next morning the forearm was swollen and tender, and 
attempts to dorsiflex the wrist caused severe pain. The 
diagnosis was infarction of an extensor muscle. Gradual 
resolution occurred over the next four days, and there was 
no residual loss of power. In view of this experience, intra- 
arterial oxygen was not subsequently given to any case of 
peripheral vascular disease where the resting blood flow was 
excessively low, or where a dilator response had not been 
noted to occur during indirect heating or following the injec- 
tion of tolazoline intra-arterially. 

In two cases the foot blood flow was considerably reduced 
after intrafemoral injections of oxygen and also of the 
vasodilator drugs. This paradoxical finding is probably due 
to a “ borrowing ” phenomenon, all or most of the available 
blood in the lower limb being short-circuited through the 
dilated vessels of the thigh and calf. A similar phenomenon 
has been noted after lumbar sympathectomy in some patients 
with severe ischaemia of the feet (Freeman, Leeds, and 
Gardner, 1947). In such cases intra-arterial vasodilator sub- 
stances of any variety are clearly contraindicated. 

Clinical trials in France (Lemaire, Loeper, and Housset, 
1948) and Germany (Ratschow, personal communication, 
1955 ; Hasse ert al., 1955) appear to have established intra- 
arterial oxygen injections as a useful form of therapy in 
peripheral vascular disease. We hesitate to draw conclusions 
from our own cases, as our experience in this respect is limited 
and as the present investigation was designed to obtain objec- 
tive information concerning the dilator effect of oxygen in 
patients with peripheral vascular disease rather than to assess 
its value as a therapeutic agent. However, the present results 
demonstrate that the vasodilatation induced by intra-arterial 
oxygen injections is much more prolonged than that follow- 
ing injections of potent vasodilator drugs. It is concluded 
that in those cases of peripheral vascular disease in which 
administration of vasodilator drugs by intra-arteria! injection 
is indicated oxygen should be used in preference to other 
dilator substances. 
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Summary 


The effects of intra-arterial injections of oxygen on 
the local circulation have been studied in 18 cases of 
peripheral vascular disease involving upper and lower 
limbs. In most cases the injections resulted in an 
increase in blood flow lasting for 24-60 hours. In the 
same patients injections of tolazoline, hydrallazine, and 
dilatal caused only relatively transient increases in 
blood flow. 

Provided certain precautions are taken, the intra- 
arterial injection of oxygen is a safe procedure. It 
should not, however, be used in patients with very low 
resting blood flows or in those with recent occlusion of a 
major vessel. 

Occasionally the paradoxical effect of reduction in 
blood flow through the foot may be observed to follow 
intrafemoral injection of oxygen, but this effect is also 
apt to occur with any other potent vasodilator substance. 

It is concluded that oxygen should be used in 
preference to other vasodilators in the treatment of 
peripheral vascular disease by intra-arterial injections. 

We thank Professor G. M. Bull, Dr. T. A. Kean, Dr. H. Millar, 
Dr. J. F. Pantridge, and Professor H. W. Rodgers for permitting 
access to their patients. We are grateful to Professor Bull for 
laboratory accommodation and other facilities, 
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PULMONARY TUBERCULOSIS IN 
NORTH GLASGOW 
AN EPIDEMIOLOGICAL STUDY 
BY 
W. F. TYRRELL, M.B., B.Sc., D.P.H. 
AND 


J. SMITH, M.B., D.P.H. 
Chest Physicians, Ruchill Hospital, Glasgow 


Greenwood, in his report to the Health Committee of the 
League of Nations on the relation of housing to tuber- 
culosis in London, is quoted as stating: ‘Only by an 
exact study on a small scale can truth be reached. The 
massed data of official statistics are too complex to yield 
any decided answer ” (McDougall, 1949). 

With this statement in mind we have, during the past 
year, made a personal detailed investigation into the 
socio-economic state of nearly all the new significant 
cases of adult-type pulmonary tuberculosis in patients 
aged 14 years and upwards arising in the northern area 
of Glasgow. The 250,000 people in this area are mainly 
of the working class, and live in what we consider to 
be a representative sample of the whole of Glasgow 
in respect of new and old housing. A new case was 
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regarded as significant if the disease was active and 
required treatment. Practically all the patients were 
proved to be excreting the tubercle bacillus from the 
respiratory tract. For the purpose of the survey we 
excluded patients with no fixed address, such as those 
living in common lodging-houses or in lodgings 

While 125 is not a large number of cases, we preferred 
to investigate a representative sample thoroughly and 
personally rather than depend on a mass of Statistics 
culled from sources of uncertain dependability and 
completeness. The aspects of the survey considered here 
are (1) incidence of cases by age groups, (2) distribution 
by occupation, (3) frequency of contact history, (4) over- 
crowding and type of house, (5) househoid income in 
relation to age groups and numbers in the household, 
(6) the results of radiological and tuberculin examination 
of the household contacts, and (7) birthplace of patients 


Incidence of Cases by Age Groups 
Ihe distribution of the cases in age groups Is given in 
Table 1 The age distribution is similar to that reported 
by the Scottish Health Services Council (1951), although in 
the present survey there is a higher proportion of new active 
cases in the male age group 55-64 


| fee Incidence 


Age groups +24 4 44) 45-54 55-64 65-74 
Males t 18 
Females ? 4 
Total 45 17 19 4 ? 


Distribution by Occupation 
In the group of 125 patients, 16 were employed in prepara- 
tion or distribution of foodstuffs ; one patient, for example, 
was a baker’s vanman and five were grocers’ assistants. The 
four females shown in Table II as working with children 


Taste Il.——Occupations 


Male Females 

Skilled 27 Housewife 12 
Unskilled 21 Food trades i! 
Apprentices 6 Factory worker 12 
Food trades Salesgirls 
Clerical 4 Working with children a4 
Unemployed s Other occupations 9 
Retired 2 

2 53 


Other occupations 


were a schoolteacher, a primary school dining-room atten- 
dant, a receptionist in a children’s hairdressing department, 
and a wardmaid in a children’s hospital ward ; of these four, 
only the wardmaid had been previously radiographed. One 
of our patients, a woman aged 62 (suffering from active 
cavitational bilateral disease with strongly positive sputum), 
was engaged in making high-class confectionery (marzipan 
decoration). Of the 23 married female patients, 13 were 
attempting to combine the duties of housewife and wage- 
earner 
Frequency of Contact History 


In 586 of the 72 male patients (77.7%), and in 40 of the 53 
female patients (75.4%,), a history of contact with a tuber- 
culous case was definitely established after close questioning 
of the patient and family, thorough cross-checking of their 
statements, and an intensive search of the available records 
of previously notified cases. A positive contact history was 
accepted on one or more of the following grounds: (a) Pre- 
sent house contact with an active tuberculous case ; (b) past 
house contact with an active tuberculous case ; (c) frequent 
contact, past or present. with a relative suffering from active 
pulmonary tuberculosis but not living in the same house ; 
(d) frequent contact with a known case of active pulmonary 
tuberculosis at work or socially The figures are given in 
Table Hl 
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Where a positive contact history was accepted on more 
than one of the above grounds, only the contact thought to 
be most significant is included in the four categories in 
Table Ill The number of cases in which multiple contact 
was established is separately shown in the Table 


Taste Ul—Frequency of Contact Histors 


|} Males Females 
| (72) (53) 
(a) Present house contact with active case | 7 6 
Past 29 13 
) Frequent contact with relative, not in same house i4 16 

td) at work or socially with active | 

Case 5 
Total 56 40 
sO 35 


Total groups a, 6, and « | 
Multiple contact established 20 16 
Contact established in percentage of total cases 


Overcrowding and Type of House 
Table IV gives the number of households overcrowded, 
applying the standards laid down in the Housing (Scotland) 
Act, 1950. For the purpose of this Act a person over the age 
of 10 is regarded as one unit, a child aged 1 to 10 years as 
half a unit, and a child aged less than | year is disregarded. 


Taste IV Overcrowding and Type of House (Figure s to the Left 
and Below the Zigzag Line Show the Number of Households 
Overcrowded) 


No. of No. of Apartments 

4 
3 1s > 4 
‘ 6 12 ; 
5 2 12 9 
? | 4 > 
—— 


Households overcrowded, 22 (17.6°,) 
Households not overcrowded, 103 (82-4°,) 


In 3 cases out of the 22 overcrowded households the over- 
crowding was of a voluntary nature—namely, (1) a lodger 
had been taken in; (2) the overcrowding operated at the 
week-ends, when an 18-year-old relative stayed in the house ; 
(3) a daughter of the household who had formed a liaison 
with a married man brought him and their two children to 
stay with her parents. The overcrowding figures for the 
households of male patients and of female patients were 
substantially the same, but overcrowding was found in only 
4% of the households of patients over 54 years of age. 
probably owing to the fact that younger members of the 
family had left home on marriage or had obtained employ- 
ment in some other district. 

As the assessment of overcrowding according to the Hous- 
ing (Scotland) Act, 1950, gives no indication of the types of 
houses in which our patients live, we classified them in the 
following groups: (a) municipal, further subdivided into 
(1) tenement type, (2) two-in-a-block, and (3) four-in-a-block ; 
and (h) privately owned tenements which were subdivided 
according to assessment, after personal inspection of the 
general state of repair and environmental cleanliness, into 
good and bad groups. The results are given in Table V, 
which also shows the sex distribution. 

It will be seen in Table V that 52 (41.6%) of the 125 new 
cases were living in municipal type houses. As such houses 
comprise approximately 29% of the total houses in the area 
(personal communication, divisional sanitary inspector), it 
would appear that there are proportionately more new 
patients arising in municipal houses than in non-municipal 
rented houses, as other types of housing in the area are 
insignificant. An explanation which suggests itself is that 


Dec. 22, 1956 


Tarte V.—-Type of Houses 


Municipal Privately Owned 


Female Male Female Male 
Tenement 16 12 Good 12 23 
2-in-a-block 7 10 Bad 7 2 
4 I 6 
Total 29 44 
Totals 24 28 
73 
Taste VI 
Period Rehoused (Years) 
Total 
No. of patients 2 30 $2 


many of the patients had been recently rehoused by the local 
authority, and this possibility was investigated. The results 
are shown in Table VI. 

The fact emerges that more than half of these patients 
had been living in satisfactory (by municipal standards) hous- 
ing conditions for more than five years, but despite this had 
contracted tuberculosis. This group comprises a quarter of 
the cases in our survey, and only one of the 52 families 
concerned had been rehoused because of previous tuber- 
culosis in the family. A higher proportion of female cases 
than male cases arose in persons living in municipal tenement 
houses, as opposed to the block-type of municipal house 
(66.6°,, and 42.8% respectively). 

When the figures for cases arising in privately owned 
tenement homes are considered, we find approximately equal 
numbers in the good and bad types of houses (35 and 38 
respectively), and of the 73 new patients living in privately 
owned tenements, 29 (39.7%) were females and 44 (60.3%) 
were males. There would thus appear to be a predominance 
of male cases arising in privately owned tenements. 


Household Income 


Accurate figures of household income are difficult to 
obtain because of a natural reticence on the part of the 
patient and sometimes a suspicion that the information 
divulged may be used to the patient's financial detriment 
for example, in respect of national assistance or income tax. 
Another difficulty is that wage-earners of the household do 
not always disclose their true income to the others in the 
household, and wish to avoid the domestic unpleasantness 
which the truth would entail. Realizing these difficulties, 
we postponed close questioning until the confidence of the 
family had been gained and also gave assurance that any 
information obtained would be regarded as highly confi- 
dential. Care was taken to include in the household income 
figure all additional sources such as family allowances, pen- 
sions, and average overtime earnings. The results of this 
inquiry are given in Table VII. 

[his Table shows that household income varied widely 
from £1 12s. 6d. a week to £48 a week, but by far the 
greatest number were between £10 and £20. An income 
of £10 a week for the average household is, in our opinion, 
the lowest limit of income necessary to avoid undue financial 
strain, and our analysis shows that 70.4% of our patients 
were living above this level. In Table VIII we give a break- 
down of the household income in relation to age group of 


Taste IX.—Household Contacts 


it 16- 21 26— | 
Age group: | 0-S | 6-10 1s 20 25 0 


No. of contacts in hougehold |} 43 | 47 | 40 | 49 | 39 30 | 
ow x | 43 47 40 49 | 30 | 

tive (1: 1,000) 26 | 36 | 32 44 | 35 | 24 

No. of contacts Mantoux-nega- | j 

No. not Mantoux-tested 3 4 | 
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Taste VIIl—Weekly Household Income (All Sources) CLowest 
£1 12s. 6d.; Highest, £48) 


Age Groups of Patients 
i 
Males Females Tora! 


Under 55 | Over 55 | Under Over 55 


Less than £10 is 10 8 1 20¢ 
£10-£20 24 9 2 
More than £20 7 ; 4 2% 


the patients and to the average number of units in the house. 
A person over the age of 10 years is regarded as one unit 
and a person less than 10 years as a half-unit. It should 
be pointed out that, whereas in the housing analysis using 
statutory standards children under | year were disregarded, 
for the financial analysis a child under | year is regarded as 
a half-unit. 

Table VILL shows the average income per household unit 
and also the average number of units per house according 
to the age groups of the patients. In the age group most 


Taste VIIL—J/ncome Per Household Unit 


Age Group 


14-24 | 25-34 | 35-44 | 45.54 | 55-64 | 65-74 75 


17 8 19 4 


No, of families | 45 0 

oo 212 | 1064 69 32 694 8 2 
Income per unit | £3 16s.) £3 9s. | £2 10s j£2 195.) £3 15s. £3 18s.) £2 10s 
Average No. of | } | 

units per house 4 6} 3 4 38 +6 1 


prolific of new cases—namely, 14-24—the household income 
per unit is highest and the number of units per house is at 
its maximum. This group therefore has an undoubted 
financial advantage over all other age groups, because, apart 
from higher income per unit, he finding of a higher number 
of units per household places them in an additionally advan- 
tageous position, as more people are sharing a common 
roof and household expenses compared with the other age 
groups. In the patients of the younger age groups, therefore, 
poverty cannot be accepted as a significant predisposing 
factor. On the other hand, study of the tables will show 
that our patients aged 65 years and over are at a financial 
disadvantage when the average income per unit and the 
number of units are considered together. The children of 
these old people have usually left home and no longer con- 
tribute to a household, the basic expenses of which (rent. 
rates, heating, etc.) remain as high as before. 


Contact Examination 


We endeavoured to persuade all household contacts to 
submit to x-ray examination and Mantoux-testing with 
1:1,000 O.T. The results are shown in Table IX. In addi- 
tion, many other family and social contacts were examined. 
but these results are not included. 


Of the 21 contacts not Mantoux-tested, seven were patients 
with pulmonary tuberculosis in whom testing was not con- 
sidered necessary. One contact was a merchant seaman 
whom we managed to radiograph, but not Mantoux-test, 
before he rejoined his ship ; 10 were out working all day and 
refused. Another contact, a lodger, left the household pre- 
cipitately before testing could be carried out. The remaining 
two contacts not Mantoux-tested were an 87-year-old in- 
continent woman whose daughter forbade any examination, 
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ind a 23-year-old working girl who chose to rest in bed 
on a Saturday morning rather than have any test carried out 
These latter two were also the only household contacts not 
radiographed out of a total of 414. Of the group, therefore, 
were Mantoux-tested and 99.5", radiographed 

As a result of the x-ray examination of these 412 house- 
hold contacts 21 (5.7 ) were discovered to have active pul 
monary tuberculosis and a further 31 (6.8°.) had tuberculous 
diseass, probably quiescent or inactive 

As one may confidently expect that a proportion of the 
31 cases classified as quiescent or inactive will break down 
in the future, continued observation will swell the total of 
uctive Cases detected at an early stage as a result of the 


survey 


Racial Factors 


In view of the fact that Glasgow has a large number of 
citizens who were born in Ireland and the Scottish Highlands, 
we thought it would be interesting to ascertain what propor 
tion of the patients in our group came into this category 
Only four patients (0.8%) were born in Ireland and fou 
(0.8%) in the Scottish Highlands. 

The 1951 census gives the number of persons living in 
Glasgow and born in Ireland as 34,475, which is approxi- 
mately 3 of the city’s population The corresponding 
figure for persons born in the Scottish Highlands and 
Western Isles is 19,680, approximately 2% of the population 
It would therefore appear unlikely that there is any special 
prevalence of tuberculosis in North Glasgow among persons 


of Irish or Highland birth 


Discussion and Conclusions 

If the figures given above are a fair reflection of the posi- 
tion in the area surveyed, and if we accept Greenwood’s 
dictum quoted in the opening paragraph, we reach some con- 
clusions which may be at variance with generally accepted 
concepts of tuberculosis epidemiology Bradbury (1933), 
in a frequently quoted Tyneside study, found that the triad 
of factors particularly associated with pulmonary tuber- 
culosis were poverty, overcrowding, and Irish nationality, 
but the figures in this survey do not suggest that these 
factors are of appreciable importance in Glasgow. Stein 
(1950), in Edinburgh, also suggested a highly significant rela- 
tion between tuberculosis morbidity and overcrowding, as 
did Macgregor (1926) in Glasgow McKinlay (1947), 
however, was critical of the older views on the association 
between tuberculosis and housing conditions, as he could find 
statistically no significant correlation between tuberculosis 
and overcrowding in either town or rural areas. Lockhart 
(1949), too, in Stirling, found no greater incidence in over- 
crowded houses, but suggested that this may have been the 
result of a vigorous policy of rehousing tuberculous families. 

Our figures would suggest that Lockhart’s surmise is in- 
correct, as only one of our 52 tuberculous families in 
municipal houses had been rehoused because of previous 
infection. It would also appear that the rehousing of over- 
crowded families affords them no obvious protection against 
the development of the disease, especially when it is con- 
sidered that more than half our municipally housed families 
had been rehoused for more than five years. Perhaps the 
most striking result, however, of this investigation is that we 
could demonstrate a definite contact history in 77.6% of the 
male cases and 75.4% of the female cases. This should be 
compared with the figure of 40° obtained by Lloyd and 
Macpherson (1936) in their survey of 1,000 patients aged 
15-25 These authors also quoted percentages of 41 in 
France and 36 in Leeds. The differences between these 
figures and ours is even more striking when we consider the 
London County Council report of 1937, which emphasizes 
that contact history is more frequent in young adults than 
in patients over the age of 40 years. Semple (1955) stated 
that in Liverpool one in twelve of new patients gave a history 
of contact with a known case, and Clarke (1952) states that 
in perhaps two-thirds of all cases of pulmonary tuberculosis 
there is no family history. 
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If the discrepancy in these figures from different areas ts 
not accounted for by the relative intensity of the contact 
investigations then it would seem that the epidemiology of 
the disease varies so much from area to area that case-finding 
schemes profitable in one part of the country may be much 
less so in others. We consider it noteworthy also that 
the contact history in our series was of a familial nature 
in 88.5 of cases. This very high proportion has 
strengthened our conviction that in the detection of new 
cases of tuberculosis the emphasis should continue to be 
laid on full and relentless investigation of all familial 
contacts, whether living in the household or elsewhere. In 
this connexion it is important to investigate all such con- 
tacts regardless of their age, as in at least two of our 
patients, aged 55 and 56 years, the probability of their 
having been infected by younger members of their families 
is suggested by study of serial x-ray films. This emphasis 
on household and familial examination is justified by the 
incidence of 57 per 1,000 active cases found in a total of 
412 contacts examined, which may be contrasted with the 
usual incidence of 5 per 1,000 in mass radiography surveys 
in the same area (Dr. T. Miller, Director Mass Radiography, 
personal communication) and which underlines the dictum 
that the most profitable yield of previously unknown cases 
is obtained by examination of the familial contacts. 

The results of tuberculin-testing show that between the 
ages of 31 and 50 years all our household contacts were 
Mantoux-positive. Above 50 years I! were negative 
reactors. This is an interesting finding which is at present 
being further investigated. 

An extremely disconcerting fact which emerged was that 
20 out of our 125 new patients were working in food 
trades or with children. It is difficult to avoid the con- 
clusion that periodical x-ray examination of such persons 
is highly desirable, and the fact that the employee is in 
one of the older age groups should not be considered an 
adequate excuse for failure in this respect. School authorities 
have already attempted with varying success to implement 
this policy with regard to full-time employees. We suggest 
that this be extended as a condition of employment of part- 
time workers such as our patient, who was serving meals 
to primary-school children. 

This work has given us some general impressions which 
we feel may be of value to other workers in the field. For 
example, we find that visits by the chest physician to the 
homes of new patients give the health visitor a feeling of 
greater interest and encouragement, with the added advan- 
tage that such visits serve to reinforce, and occasionally 
redirect, her activities to the best advantage. We also found 
that home visits made in the evening were most productive 
in eliciting information and in establishing rapport with the 
members of the household. Moreover, at such times recal- 
citrant contacts were found to be in a more amenable state 
of mind and willing to discuss the reason for their reluctance 
to be examined. As our figures show, this reluctance could 
usually be overcome as a result of our methods, which, 
however, sometimes involved a considerable number of 
visits. 

An easing of the situation in obtaining the co-operation 
of tuberculosis contacts would be achieved by facilities for 
having x-ray examination carried out in the evening, as it is 
unreasonable to expect a working man or woman to lose 
a half-day’s wages in conforming to a recommendation 
which is as much in the public interest as his own. Our 
firm impression is that such visitation is as useful to the 
chest physician as to the patient, since the domestic condi- 
tions which are important in this social disease cannot be 
visualized accurately otherwise, and help in treatment plan- 
ning and management of the patient is thereby obtained. 

If there is any tendency, as is sometimes suggested, for 
the modern chest physician to devote his energies too much 
to purely clinical activities it is not in the best interests of 
tuberculosis control. The tuberculosis situation cannot be 
viewed complacently until the incidence rate for new cases, 
which, so far, in most urban areas has shown only a negli- 
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gible or moderate decline, decreases in the same marked 
manner as mortality. Far from the volume of work in the 
tuberculosis field becoming less, a marked expansion in 
effort is necessary, with as much emphasis placed on preven- 
tion as on treatment. Plans for the detection of tuberculosis 
must be based overwhelmingly on examination of the house- 
hold contacts, and it must be a long-term surveillance, espe- 
cially as our figures of familial contact history would appear 
to support the theory that inherited susceptibility to tuber- 
culosis is a major factor in the development of disease in 
the adult. 
Summary 


The results of an intensive investigation of the 
sociological and epidemiological features of 125 new 
cases of pulmonary tuberculosis in North Glasgow are 
given. 

Overcrowding, poveriy, and Irish nationality were 
found not to be significant factors. 

The results of x-ray examination of 412 out of 414 
household contacts are given with the results of tuber- 
culin-testing of the majority, including adults. A reason 
for the increased incidence of tuberculosis in older males 
is suggested. 

Figures show that the rehousing of families confers 
no obvious advantage in preventing the onset of 
tuberculosis. 

The results of contact history examination showed a 
possible source of infection in a very high percentage, 
about double those in previous surveys. The contact 
history was of a familial nature in nearly 90%, and a 
suggestion was made for the better control of the disease 
on this basis. 

Compulsory x-ray examination of  food-trade 
employees and persons working with children is 
advocated. 

It is a pleasure to thank- Dr. A. W. Lees, consultant chest 
physician, Ruchill Hospital, for his interest and advice in this 
work, and also our medical, nursing, and clerical colleagues in 
the public health department. 
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“In spite of the very real advances which have been 
made in the understanding and management of cerebral 
palsy during the last few years it is still unfortunately 
true that mitigation and alleviation of the result of the 
handicap are all that can be offered to-day,” states the 
Annual Report of the British Council for the Welfare of 
Spastics for 1955-6. To mitigate the sufferings of 30 
severely handicapped young adult spastics the Council 
established Ponds, a home which completed its first year 
in 1956. Although it would be premature to assess results 
there, the Warden, Dr. C. D. S. AGassiz, believes that prac- 
tically every spastic admitted has improved socially and 
physically to some extent. The council regard Ponds as a 
long-term pioneer experiment to find out what can be 
achieved with spastics likely to need permanent care, and 
hope that it may eventually develop into a model on which 
local authorities may base their own schemes. 
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London, 


The aetiology of speech anomalies in children is often 
obscure. Particularly is this so when there is no physical 
handicap, such as cerebral palsy, cleft-palate, or deaf- 
ness, and when the mental capacity is normal. The 
indications for treating delayed onset of speech, arrested 
speech development, and subsequent dyslalia are poorly 
defined. In view of the scarcity of information in the 
literature a study of these particular aspects of the 
problem was planned. On completion of the study, 
Morley ef al. (1955) described 72 cases, seen over a 
six-year period, in which similar disorders of speech 
were observed. 
Material 


The cases were selected from children who within the 
previous five years had attended the medical out- 
patient department and speech clinics of the Hospital 
for Sick Children, Great Ormond Street, London. At the 
outset, 57 children were regarded as physically normal and 
of average intelligence, though on re-examination doubt was 
cast on the intelligence in 10 cases. The intelligence quotient 
(1.Q.) was estimated in seven of these, and two were found 
to score below 80, the level accepted by MacMeeken (1942) 
as the lower limit of normality in a study on schoolchildren. 
These two and the three children whose 1.Q. could not be 
estimated were omitted from the study. Those selected 
showed no evidence of deafness or neuromuscular abnorm- 
ality, and it was possible to confirm this by re-examination 
in 43 of them. Of the children who could not attend this 
research clinic, further information was sotained by ques- 
tionary in four and the original notes were adequate for 
some parts of the analysis in 10. In 14 cases where there 
was some doubt about the effects of the speech abnormality 
on schooling, a report was obtained from the schoolteacher. 
Progress reports of five children who had been referred else- 
where for treatment were received from the speech therapists 
of other clinics. Of the original 57 cases, then, 52 (34 
males, 18 females) were included in the analysis. 


Normal Speech Development 

One or two special points concerning the normal develop- 
ment of speech are worthy of reiteration. It is now generally 
understood that infants first have a realization of the 
importance of speech at about 9 months of age (Sheridan, 
1945). What is less often appreciated is that the babbling 
which occurs much earlier (Sheridan, 1945 ; Schantz-Hansen, 
1952; Van Riper, 1954) is of considerable significance and 
plays an important part in assessing subsequent speech 
abnormality. 

During the course of normal development the child goes 
through phases of “ echolalia,” “ perseveration,” “ lisping,” 
and other mild articulatory difficulties. For example, “ s,” 
“sh.” “th.” and “r” are among the last to be learned, 
along with the tricky consonant combinations such as “ pl,” 
“ dr,” and “sk.” 

Knowledge of this nature is valuable in estimating the 
stage at which the development of speech becomes abnormal 
or arrested. A careful estimation of the child’s present and 
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past acc mm plishments may indicate fairly accurately the time 
it which the trouble began. Any unusual influence operative 
at or just before this time is likely to play an important part 
n the aetiology of the condition 
It is realized that 
echolalia perseveration, 
and many of the other 


children may show transient 
cluttering,” “ stammering, 


features detailed below 


normal 


dys! il a, 


But when these are related to delayed onset or arrest of 
speech, or when they persist for months or years, they 
hecome an important abnormality 
Incidence of Anomalies 
[The specific anomalies under review—namely, delayed 


ynset or arrest of speech in late infancy and very early child 
with their secondary dyslalias, constitute a small 
Unfortunately, the exact incidence is impossible to 
estimate. Although most practitioners will have seen and 
themselves advised parents concerning the management of 
the milder forms of these conditions, there sufficient 
severe Varieties to constitute 8 out of 610) of all new 
patients attending this hospital speech clinic 

The sex incidence is approximately 2:1 in favour of the 
nales, the overall ratio of males to females at 1 year being 
only 1.05:1 (Registrar-General, 1954). This male pre- 
ponderance has been observed in other speech disorders of 
childhood, the most striking being that of 5:1 in children 
with “stammer” (quoted by Nelson, 1954) 


hood 


group 


are 


(52 


Specific Speech Disorders 
The first important finding is that arrested development 
is much commoner than delayed onset of speech. Many 
children who at first seemed to start sound production late 
were, on closer questioning, found to have “ babbled” at 
Table I shows the age at which “ bab- 
It is unfortunate that 


the normal time 
bling” and word production started 


Triste | 4ze at Which Babbling and Word Production Started 
Age’of Onset Male Female 
Rabbling 
6-12 months 20 10 
Over | year or absent a 3 
Indefinite 10 | 5 
Words 
Before 18 months | 10 | 5 
18-24 months | 6 5 
Over 2 years 18 8 


All except 5 of the above cases had an abnormal degree of dyslalia. 


an accurate report concerning babbling could not be obtained 
in 15 children, but even if these cases were excluded from 
the lower half of the table the trend is unchanged. It 
shows that the “late talkers” considerably outnumber the 
late babblers.” In fact, only 7 out of 37 (52 minus 15 
doubtfuls) were late in “ babbling,” and only these cases can 
be truly called “ late talkers.” The remaining 30 “ babbled ” 
it a normal age, and of these half showed minimal arrest 
with subsequent severe dyslalia and half showed arrest for 
1 considerable period with similar sequelae 
The total number of cases is admittedly small, and some 
parents found it difficult to remember accurately the informa- 
tion required In spite of this, there is little doubt that 
in the majority of these children “ babbling” occurred 
normally, yet the correct use of words was delayed long 
enough for the condition to be regarded as frankly abnormal 
that is, until after the age of 2 years (Sheldon, 1955: 
Morley et al., 1955). A search for the cause of such arrest 
operating at or after 1 year of age is obviously indicated. 
In only five cases could it be said that the late use of 
words was not ultimately accompanied by some other speech 
defect. Only one of these five attended the research clinic, 
and it is likely that if the other four had been seen they 
too would have been found to have secondary defects. At 


least it can be said that it is rare for these children to talk 
normally when they do begin to use recognizable words. It 
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is therefore obviously unwise to assume, as is so often done, 
that spontaneous correction will occur in time, These 
children should be watched with a view to speech therapy 
when the need becomes apparent. 

Multiple dyslalia was found most often, being present in 
25 boys and 13 girls (approximately 73% in each sex). The 
2:1 ratio of boys to girls was roughly maintained through- 
out the analysis, so only the totals, in numerical order, will 
be given. No particular defect was selective for either sex 

General difficulty in consonant formation occurred in 10 
children ; and specific difficulty with “s” in 11, “t” and/or 
“th” in nine, “k,” “sh,” and “r™ in seven each, with all 
other consonants giving trouble on edd occasions. ~* Clut- 
tering” occurred in five cases, “ idioglossia™ and “ mono- 
syllabilism ” in four each, “echolalia,” “ rhinolalia,” and 
sigmatism in three each, “ multiple substitution and 
“ rejection of speech “ in two each, and “ hysterical mutism ~ 
in one case. The common substitutions were as follows 

It is obvious that these children show no fixed pattern of 
abnormality, though, as might be expected, the last and 
most difficult of the speech skills to be acquired (the “s.” 
“sh.” “th.” and “r” sounds) were the most often affected 

In about 16 children the prolonged use of gesticulation 
was obvious to the mother, though it is difficult for the 
untrained observer to know what degree of gesticulation is 
abnormal. In these 16, however, it was obviously excessive 
and lasted for many months. 


Effect on School Work 


Of the 32 children who had reached school age and whose 
scholastic record was obtainable, the progress of 12 (37.5%) 
was considered to be impeded by the speech defect. Some 
of these children had received treatment before starting 
school and yet their dyslalia proved a handicap. This indi- 
cates just how difficult a problem it can be in some cases. 
This figure (37.5%) is probably a fairly true estimate of 
the problem, as most of the minor cases not seen in hospitals 
will clear spontaneously before 5 years of age. There are 
some, however, who are allowed to reach this age un- 
treated, and only when schooling begins is the need for 
therapy realized. In this series there were several 5-year-old 
children and one child aged 6 referred for advice for the 
first time More significant is the finding that over 40 
of the children were referred after reaching the age of 4 
years (Table II), thus barely giving the speech therapist 


Taste Il—Age at Which Children First Referred 
2 Years 3 Years 4 or More Years 
Females 5 7 6 


time to start correcting the defects before schooling begins 
The age at which the other children were first seen in hos- 
pital is shown in Table II. Although the defect is evident 
to parents and doctors by the age of 2-3 years, up to three 
more years may elapse before skilled assistance is sought. 
A speech therapist accustomed to children can begin treat- 
ment in these patients with normal intelligence about the 
age of 3 years. 
Response to Treatment 


The intention is not to detail the methods of treatment 
but rather to indicate its overall value. The results shown 
in Table III were obtained from this hospital and from 


Taste Il.—Response to Treatment 


Response Males Females 
Very good a 5 
9 4 
Fair ee ‘i | $ 3 
Poor 6 1 
Unknown or no treatment given 16 5 
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reports kindly sent from local speech clinics in the London 
area. It can be seen that in the 37 cases in which accurate 
information was available 22 60%) had a “good” or 
“very good” response to treatment. Some of the remain- 
ing cases proved to be severely disturbed psychologically, 
and in these a combined course of treatment in the depart- 
ment of psychological medicine and the speech clinic is 
sometimes necessary. A reasonably good prognosis can be 
given in most cases. If treated early enough, they should 
be able to start school with little or no handicap, thus 
avoiding further psychological trauma and possibly ridicule 
from the other children. 

Alternatively, in certain cases, nursery schooling has more 
to offer than speech therapy (Sheridan, 1945). When psycho- 
logical factors are operative contact with other children in 
a new environment may have sufficient influence to obviate 
the need for formal speech therapy at a later date. 

Specific guidance to the mother is invaluable at an early 
stage. Many of the common mistakes can be avoided, such 
as threatening, scolding, taunting, or complete neglect of 
the problem, and the way paved for more specific therapy 
dater. The visits to the clinic themselves allow the child 
to become accustomed to the hospital surroundings and to 
the staff—a very necessary preliminary to successful therapy 
in children whose difficulty is probably psychological. 


Aetiology 

In the course of detailed questioning more than one pos- 
sible cause of the speech defect has often been brought to 
light. It is quite impossible to say which influence is the 
most important, though it became quite obvious that (as 
stated by Winnicott, 1931) psychological factors played a 
major part, and a similar disorder was often reported in 
other members of the family. 

In 33 children there were factors in the environment which 
could have been operative in causing delay or arrest in 
speech development. These included seven in which there 
was obvious mismanagement of the children at home. The 
family relationships were bad or the parents seemed un- 
suited to their task of bringing up a family. On six occa- 
sions the speech difficulty began at the time of the birth of 
another child. Additional trouble might have occurred 
in two of these children, in that they were sent away from 
home during their mother’s confinement. In two further 
cases separation from home and family for other reasons 
seemed to be the operative factor. Lack of stimulation, 
having to “ keep the children quiet,” or over-protection could 
account for the trouble in four children. The exact oppo- 
site occurred in one case in which the parents pushed a 
child beyond his capabilities. 

It is sometimes said that young children may become bi- 
lingual with relative ease. The fact that four children 
who had lived abroad and travelled were among the cases 
reviewed would suggest that this is not always so. Whether 
it was the insecurity of much travelling or actual confusion 
of language which caused the difficulty it is impossible to 
say, but the former is suspected. 

In five cases the psychological upset was related 
to trauma, though in only one was there any suspicion that 
the trauma had caused any relevant physical abnormality 

Seven children were the youngest of large families, and it 
is well recognized that this may in itself tend to produce 
abnormalities of speech (Allen, 1950). In a few of these 
there were some psychological factors in addition. Among 
the older children there were at least nine cases of “ estab- 
lished” nocturnal enuresis. This incidence adds to the 
supposition that psychological factors were operative in these 
children. 

No cause could be discovered in two children and no 
cause for an obvious psychological disturbance in a further 
eight. A more detailed investigation of these families might 
be helpful. 

Many children must be subjected to the above influences 
and yet not develop a speech defect, and it seems likely that 


some other factor determines the development and site of the 
abnormality. There may be a genetic influence at work, 
because in 19 cases similar difficulties had occurred in other 
members of the fanrily. Indeed, 5 out of the 10 children 
in whom the cause was entirely unknown were of this 
group. The remaining 5 are a mystery for the present. 

All the children who attended the research clinic were 
tested for crossed Jaterality. In six the test results were 
not decisive enough for a laterality index to be made. 
Twenty-two children were “ right laterals,” one was a “left 
lateral,” and ten (26%) were “ crossed laterals.” In view of 
the fact that in only one child could it be said that crossed 
laterality was the only discoverable cause for the speech 
defect, it is most unlikely that this factor plays an important 
part. Weight is added to this suggestion, by the knowledge 
that the incidence of crossed laterality (excluding crossing 
with the ear only) in an average school population was 
28° (Pearce, 1953}—very similar to the incidence in this 
group of children (26%). Again, it has been suggested that 
children with complete left laterality may have some speech 
disturbance (Travis, 1933; McAllister, 1937; MacMeeken, 
1942; Ford, 1952), but this cannot be an important factor 
in this group, as there was only one child with this laterality 
index. 


Discussion 


Only in recent years has the importance of speech dis- 
orders in “normal” children of pre-school age been fully 
appreciated. The present study indicates that about 80 
of such children have arrested development (acquired 
aphasia) and the remainder have true delayed onset of 
speech (developmental aphasia or articulatory apraxia) with 
not infrequent subsequent dyslalia. Developmental dys- 
arthria does not come into this group of “normal late 
talkers”; a suggested classification of the latter is given in 
Table IV. 


Taste [V..—Arrest and Delayed Onset of Speech 
Genetic factors 
Birth Birth 
Psychological} 
influence 
Normal onset Late onset 
of babbling of babbling 
| Psychological 
influence 
Norma! onset rn Late onset 
of speech of speech " 
; 
; Developmental! 
No dyslalia Dyslalia Dyslalia Dyslal Probable 
(Rare) dyslalia 
i 
Acquired Mainly Expressive Articulatory 
Expressive acquired andreceptive apraxia 


aphasia expressive aphasia 
aphasia 


Continuous line signifies probable link. Broken line signifies possible | ink. 


N.B.—The 60% of cases eeeiiion well to treatment belong mainly to the 
a expressive type, the r i 40% tory cases to the develop: 
mental types. 


The psychological factors detailed above must, we feel, 
contribute greatly to the cause of these disorders, and others 
have expressed a similar belief (Winnicott, 1931 ; McAllister, 
1937; Allen, 1950; Nelson, 1954). A family tendency to 
speech disorders may have some bearing on the outcome of 
these circumstances, which, it is realized, may have no out- 
ward manifestations in many another child. Crossed 
laterality, although occasionally providing some additional 
handicap and/or psychological disturbance, does not appear 
to play an.important aetiological part. 
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Children who understand the spoken work and gesticulate 
in response to it probably have either “ expressive aphasia ” 
or “articulatory apraxia” (Morley ef al., 1954), and those 
who respond in the same way only to signs have “ receptive 
aphasia.” Excessive gesticulation was found in 16 children, 
most of whom had the “ expressive " disorder. The presence 
of gesticulation and of babbling is helpful in assessing intel- 
ligence (Illingworth, 1955). Over-attentive siblings and 
parents help to perpetuate gesticulation and remove the 
stimulus for speech development. 

Schantz-Hansen (1952) has suggested that treatment can 
profitably be started between 3 and 4 years of age, and we 
subscribe to this view. By attendance at a nursery school 
or speech or child guidance clinic, or by simply advising 
parents, 60 of these children car start school without 
an impediment. Still further psychological disturbance, such 
as described by Morley er al. (1950) and Ingram and Reid 
(1956), may thereby be avoided. Morley et al. (1955) suggest 
that the more severe and less responsive cases are due to 
“delayed neurological development”—a highly selective 
deficiency. As such cases are not always easy to recognize 
we believe that all these children should be given treatment 
in the first instance. If unresponsive, they should be watched 
so that therapy is given when neurological development is 
sufficient for benefit to be derived from it. 


Conclusions and Summary 


The purpose of the present study was to assess the 
very early development of children with so-called 
delayed speech and subsequent dyslalia in an attempt to 
discover possible causes and, in addition, to establish 
some indications for treatment. These children con- 
stitute about 8% of the work of the hospital speech 
clinic. 

The larger proportion (80%) suffer, in fact, from 
arrested development, probably the resuit of non- 
specific psychological factors operating between the age 
of 1 and 2 years. 

In about one-third of all the cases there is a history 
of other members of the family having similar speech 
anomalies. This, along with the unequal sex incidence, 
suggests that a genetically determined factor may also 
be operative. It may, however, be due to familial living 
characteristics being copied from one generation to 
another. Crossed laterality plays little or no part in the 
production of symptoms. 

The specific speech anomalies have been described. 

All cases should be given the benefit of a trial period 
of treatment. In this way many children will start school 
without handicap. Treatment should not be forced and 
should at first be on general lines. Attendance at a 
nursery school may be all that is required in the mild 
cases. A few of the severe cases, which may be due 
to delayed specific neurological development, may not 
respond. These should be reviewed regularly over the 
period of spontaneous speech development, and treat- 
ment for the inevitable sequelae should be given when 
they can derive benefit from it. Advice to parents and 
schoolteachers concerning their management is very 
important. 


We wish to thank the Research Committee and the physicians 
and surgeons of the Hospital for Sick Children, Great Ormond 
Street, London, for giving their consent to this work and granting 


access to the case records of these children; to Professor A. A. 
Moncrieff for his kindly interest and advice ; to the department of 
psychological medicine for the intelligence testing: to the Re- 
search Committee for providing funds for patients’ travelling 
expenses, and for the secretarial work kindly performed by Miss 
Stringer and Miss Lépine. We also thank the schoolteachers 
and speech therapists who responded to our request for progress 
reports 


REFERENCES 
Speech, 14, 4 
Disease of the Nervous System in Infancy, Childhood, 
Thomas, 
Illingworth, R. S. (1955). British Medical Journal, 2, 2 
Ingram, T. T. S., and Reid, J. F. (1956). Arch. Dis. Childh., M1, 161. 
McAllister, A. H. (1937). Clinical Studies in Speech Therapy. University 
of London Press 
MacMecken, M. (1942). Developmental Aphasia in Educationally Retarded 
Children University of London Press 
Morley. M.. Court, D., and Miller, H. (1950). British Medical Journal, 1, 


Allen, K. M. (1950) 
Ford, F. R. (1952) 
and Adolescence 


- (1954). Thid., 1. 8 
— ——- ——- and Garside, R. F. (1955). Ibid., 2, 463 
Nelson, W. E. (1954). Textbook of Paediatrics. Saunders, London 
Pearce, R. A. H. (1953). Arch. Dis. Childh., 28, 247 
Registrar-General (1954). Statistical Review for 1953 
Schantz-Hansen, D. (1952). Delaware St. med. J., 24 
Sheidon, W. (1955). Disease of Infancy and Childhood 
Sheridan, M. D. (1945). British Medical Journal, 1. 707. 
Travis, L. E. (1933). Handbook of Child Psychology, edited by C. 
Murchison. Oxford Univ. Press 
Van Riper, C. (1954) Speech Correction 
Prentice-Hall, New York 
Winnicon, D. W. (1931). 
Heinemann, London 


H.M.S.0., London. 


Churchill, London. 


Principles and Methods. 


Clinical Notes on Disorders of Childhood. 


TREATMENT OF ACUTE APPENDICITIS 


BY 


ERIC COLDREY, M.D., F.R.C.S. 


Consulting Surgeon, Rotherham Hospital 


Since the days when appendicectomy became a relatively 
safe procedure it has been fairly generally taught that the 
correct treatment of all cases of appendicitis is appendic- 
ectomy, and I am told that this is still the current 
teaching. Nevertheless, for over fifty years surgeons 
from various parts of the world have written from time 
to time advocating conservative treatment in some of the 
more advanced cases. 

Twenty-five years ago I began to treat cases of 
appendix abscess conservatively, and was surprised that 
most of them resolved without any operative help. Since 
the introduction of antibiotics I have continued this line 
of treatment and have usually found that it is not 
necessary to operate, for most cases settle down. 

If with the help of antibiotics the human body could 
absorb an appendix abscess, I began to wonder whether 
it was capable of dealing with burst appendices that did 
not localize. Experiment soon showed that it could. 

During the last four years I have asked that every 
case of acute appendicitis of over 24 hours’ duration 
coming into hospital under me should be treated con- 
servatively. During this period I have had three 
registrars for periods of about a year who have nobly 
supported me, and, although doubters at first, have 
become converted. But I have had, for short periods on 
two occasions, temporary registrars who did not always 
fall into line. The results of this policy are the reason 
for the present communication. 

Extending this policy still further, I have conserva- 
tively treated a number of cases of acute appendicitis 
received within 24 hours, and am satisfied that the con- 
dition can be safely and certainly dealt with in this 
manner. 

Treatment 

The treatment given is rest in bed in any position the 
patient finds comfortable, nothing of any description by 
mouth except water, which is given freely, six-hourly injec- 
tions of penicillin, 250,000 units, and streptomycin, 0.5 g. 
in severe cases, chloramphenicol, chlortetracycline, tetra- 
cycline, or sulphadimidine may be given as well. Pain is 
relieved by pethidine and/or morphine, but we have found 
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that little is needed after the first 24 hours. If vomiting is at 
all marked, gastric suction through a Ryle tube is instituted, 
an intravenous drip is set up, and total fluid intake and out- 
put are carefully balanced daily. 

When the pain and sickness have subsided and the 
temperature and pulse have fallen, glucose, milk, and other 
fluids are given by mouth, and there is a gradual return to 
normal diet, varying in time according to the severity of the 
attack... No purgatives or enemas are given. Liquid paraf- 
fin, + oz. (14 mi.) night and morning, is given by mouth. 
As the condition subsides, a glycerin suppository is used if 
necessary. 

In cases of appendix abscess the same treatment is given 
and usually resolution occurs. If this does not happen, a 
waiting policy should be adopted until the abscess either 
comes up to the abdominal wall or can be felt as a bulge in 
the pelvis. In the former case, when the percussion note is 
dull, under general anaesthesia a wide-bore needle is passed 
through the abdominal wall until pus can be aspirated. A 
stab incision is made with scalpel along the needle, a large 
artery forceps is used to enlarge the stab, the pus is 
evacuated, and a small drainage tube inserted. I think it is 
a mistake to do a formal gridiron operation and open up 
the muscle and fascial planes. In the latter cases, under 
general anaesthesia, the patient is placed in a lithotomy 


position, the sphincter ani is dilated, and the abscess is’ 


opened with sharp-pointed sinus forceps at the point of 
fluctuation. No drainage is necessary. Cases of burst 
appendices with localized, spreading, or general peritonitis, 
even with distended abdomens and -paralytic ileus, were 
treated conservatively and settled down. 

During the course of treatment of advanced appendicitis 
by conservative means it is not unusual to find distension of 
the abdomen with dilated loops of small intestine on a 
straight x-ray film. It is nearly always of a paralytic nature 
and settles with treatment. But it is important to realize that 
mechanical obstruction with colicky pains and peristaltic 
waves can develop during an attack of acute appendicitis, 
and that this necessitates operation. We had one such case 
under our observation—that of a woman who had late 
appendicitis which was treated conservatively, and who 
developed mechanical obstruction. At operation, a loop of 
ileum was found hitched on to an acutely inflamed appendix, 
causing kinking and obstruction. The adhesions were 
separated, the appen ‘ix was removed, and all went well. 


Case 1 


A mongol idiot aged 7, of poor physique and low 
mentality, was admitted to hospital with acute appendicitis 
and peritonitis. There was a history of abdominal pain and 
vomiting for three days. On admission he was gravely ill 
and slightly cyanotic ; temperature 102° F. (38.9° C.), pulse 
rate 150 and almost impalpable. The abdomen was dis- 
tended, generally rigid, and tender, especially in the right 
lower quadrant. Straight x-ray films of the abdomen and 
chest were normal. The white blood cells numbered 22,000. 

Continuous gastric suction was instituted, water only was 
given by mouth, and a continuous intravenous drip was set 
up with “ polythene ” tubing. Continuous individual nursing 
care was necessary to stop him pulling the tubes out. His 
fluid balance was kept right by a carefully maintained intake 
and output chart. 

During the first week he was treated with penicillin, strep- 
tomycin, and tetracycline, and during the second week with 
penicillin and sulphadimidine. For four days he was gravely 
ill, and it was the general opinion that his chances of survival 
were not good. But after this he made an astonishingly 
rapid recovery and was discharged from hospital 17 days 
after admission, free from all abnormal signs and symptoms. 

Comment.—I have chosen this case to disprove the theory 
that the peritoneum in children cannot stand up to infection 
as well as in adults, which I do not believe, and to demon- 
strate the efficiency of treatment in an extremely severe case 
under the most difficult circumstances. 


Case 2 


A girl aged 15 was admitted to hospital with acute 
appendicitis and pelvic peritonitis. There was a history of 
five days’ abdominal pain and vomiting. On admission the 
temperature was 102° F. (38.9° C.) and the pulse rate 140. 
The lower abdomen was tender and rigid, particularly in the 
right iliac fossa, where a diffuse hard swelling could be felt. 
The pelvic peritoneum was very tender on rectal examina- 
tion, straight x-ray films of the chest and abdomen showed 
nothing abnormal, the W.B.C. was 12,000, and the urine was 
normal, 

Conservative treatment was instituted, and for 14 days 
antibiotics were administered. Her temperature fluctuated 
during this time between 103° F. (39.4° C.) and normal, 
and her pulse rate between 140 and 100. After the first 
three days she had little pain and no vomiting, and she said 
she felt reasonably comfortable. 

At the end of 14 days a fluctuating swelling could be felt 
in the anterior rectal wall. This was opened under general 
anaesthesia without any difficulty, and rather more than half 
a pint (280 ml.) of offensive pus evacuated. No drainage 
tube was inserted. Her temperature and pulse rate soon fell 
to normal and all abnormal physical signs gradually dis- 
appeared. 

She was discharged from hospital 16 days after the opera- 
tion free from all abnormal signs and symptoms. 

Comment.—This case shows how a severe appendix 
abscess which does not resolve with conservative treatment 
can be brought to a successful termination by simple means, 
without removing the appendit during the acute stage. 


Case 3 

A boy aged 9 (the son of an experienced nurse) was 
admitted to hospital with acute appendicitis. There was a 
history of abdominal pain and vomiting for four days. On 
admission his temperature was 101.5° F. (38.6° C.) and his 
pulse rate 120. The abdomen was rigid and tender in the 
right iliac fossa. 

Conservative treatment was adopted and nothing was given 
by mouth except water. Injections of penicillin and strepto- 
mycin were given six-hourly for seven days. In 24 hours his 
pain and vomiting had gone. In three days his temperature 
and pulse rate fell to normal and stayed there. In 12 days 
he was sent home free from all abnormal signs and symp- 
toms. 

Four months later he was readmitted to hospital for an 
interval appendicectomy. The operation was easy; there 
were no adhesions to the abdominal wall, but some 
adhesions between the caecum, ileum, and appendix were 
present. He made an uninterrupted recovery, his tempera- 
ture and pulse rate remaining normal throughout. 

Comment.—This is a typical case of acute appendicitis, 
received late, treated conservatively, and brought to a 
successful conclusion by an interval appendicectomy. 


Results 

In the years 1953, 1954, and 1955, in my general surgical 
clinic at the Rotherham Hospital, 609 appendicectomies were 
performed by myself or, in my absence, by my deputy, my 
registrar, or my house surgeon. Of these, 395 were cases of 
acute appendicitis; 100 were cases of chronic recurrent 
appendicitis or were interval appendicectomies ; 23 were 
cases in which no pathological lesion was found; and 91 
were done en passant in cases of gall-stones, duodenal ulcer, 
ovarian cyst, carcinoma of the colon, etc. Five cases of 
appendix abscess were drained, and 137 cases of acute 
appendicitis of more than 24 hours’ duration were treated 
conservatively. 

During these three years we have had two deaths from 
appendicitis. 

The first was that of a man aged 78 who was admitted 
with advanced appendicitis and peritonitis, which settled 
down with conservative treatment. His temperature and 
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pulse rate became normal, his pain and vomiting stopped, and 
his tenderness, rigidity, and distension went. On the 17th 
day, however, he began to get “chesty™ and rapidly 
deteriorated, and on the 19th day he died from broncho- 
pneumonia. He was a frail, feeble old man, and I very much 
doubt whether his chances of survival would have been 
greater if we had operated on him on admission. 

The second fatal case was that of a man aged 58, who was 
operated on eight weeks previously in another hospital for 
gangrenous appendicitis, followed by a second operation for 
a pelvic abscess. He became depressed and, very foolishly, 
went home against medical advice. He deteriorated at home, 
with diarrhoea, malaise, sweating, abdominal pain, etc., and 
when I saw him he was gravely ill. He refused to go back 
to the hospital where his appendix had been removed, and 
only under great pressure did he agree to come into the 
Rotherham Hospital. In spite of treatment he died a few 
days later. It is an interesting speculation whether he might 
have survived if he had been treated conservatively from the 
start 

Among the 609 appendicectomies performed, 395 were 
for early acute appendicitis with no deaths; and 137 
cases of late appendicitis were treated conservatively with 
one death. One patient died whose appendix had been 
removed elsewhere in the late stage. 


Points for Consideration 

The treatment of late acute appendicitis by conservative 
measures is, in our experience, a sound procedure and is 
justified by the results. But there are also other matters 
that must be considered. e 

When cases of severe appendicitis are operated on in the 
acute stage, suppuration in the abdominal wall may com- 
plicate matters. This may settle down and healing take 
place, but a weak spot may well be left. This may cause 
slight inconvenience at the time, but as the patient ages and 
the muscles weaken, and particularly if large deposits of 
fat appear in the abdomen and abdominal wall, ventral 
hernias may develop later. During the three years under 
review six cases of ventral hernia following appendicectomy 
were treated by operation. One of these was irreducible ; 
one was obstructed ; one was done more than 40 years after 
the appendicectomy; and one was performed through a 
gridiron incision. Adhesions, too, may form between the 
omentum and the small bowel and the abdominal wall. 
These usually cause little trouble, but they can jeopardize 
the patient’s life even many years later. During the three 
years we have had three cases of acute intestinal obstruc- 
tion, requiring operation, caused by such adhesions. 

Adhesions may also form between loops of bowel and 
cause trouble. During this year we lost a youth who had 
had an appendicectomy in 1944, done at a late stage, com- 
plicated by suppuration in the abdominal wall, and followed 
by a weak scar. He had a massive volvulus involving the 
greater part of the small intestine. It is possible that the 
story might have been different if he had been treated con- 
servatively in 1944. 

It is, of course, correct to argue that adhesions may 
follow conservative treatment, and may cause trouble sub- 
sequently. We have had many opportunities of testing this 
matter when doing interval appendicectomies. No doubt 
some adhesions are found, but we have usually been sur- 
prised to see how beautifully nature has cleared things up, 
and how few are the adhesions present. Often after a really 
severe appendicitis, or after quite a large appendix abscess, 
all that is found is a wizened appendix. 

We have usually found these interval appendicectomies 
easy operations, and often there are no adhesions to the 
abdominal wall. The secret is to wait for at least three 
months before doing the interval operation. 

The argument is sometimes put forward that conservative 
treatment of severe appendicitis in the female may lead to 
sterility. It is true that sterility may follow pelvic suppura- 
tion, but it is my belief that fewer adhesions form after 
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conservative treatment than after operative treatment, par- 
ticularly if a drainage tube is inserted. One of my Cases of 
pelvic abscess due to appendicitis, treated conservatively in 
the early stage, then by rectal incision followed by interval 
appendicectomy, later had a successful pregnancy. 

Appendix abscesses should not be drained during the early 
acute stage. The case of appendicitis that gave us most 
trouble during the three years was such a case. A young 
man with an appendix abscess was operated on through the 
peritoneal cavity, and drained, by one of my temporary 
registrars. He developed a faecal fistula that later became a 
discharging sinus, which had to be excised. We had trouble 
with this patient for many months. 

From time to time circumstances arise that make an opera- 
tion for acute appendicitis undesirable. Medical examples 
that we had were appendicitis with measles, appendicitis in 
pregnancy, appendicitis in an old man with severe bronchitis, 
appendicitis in a woman with auricular fibrillation and heart 
failure, and appendicitis with influenza. Another example is 
that of a case on board ship at sea. I recently removed a 
wizened appendix from a ship's‘ engineer who had had acute 
appendicitis in mid-ocean and who was fortunate enough to 
have a ship's surgeon who treated him conservatively. 

One cannot help feeling that all cases of acute appendi- 
citis occuring away from skilled surgery and adequate 
surgical surroundings are best treated conservatively. The 
unskilled surgeon will be saved a lot of anxiety and the 
patient have a better chance of survival. 

Confidence in the excellence of conservative treatment per- 
mits the more frequent use of that most valuable process, 
observation. Observation prevents many errors in diagnosis 
and unnecessary operations. We have had two cases sent 
in as appendicitis that after two or three days’ observation 
turned out to be infective hepatitis. At a meeting of a 
local medical society some years ago, during a discussion on 
influenza, a well-known surgeon said he had just removed 
a normal appendix from a case of influenza. Observation 
would have saved a lot of trouble. Two years ago I 
removed a stone from the right ureter of a young man who 
had had his appendix removed elsewhere a month previously. 
All doctors and surgeons could quote similar examples. 

The point I wish to make is that if there is any possible 
doubt of the diagnosis it is safer and wiser to observe and 
treat conservatively, and allow time for investigation. A 
year ago a young girl was admitted to hospital as a case of 
appendicitis, and presented some of the symptoms and signs, 
but operation was postponed. After observation for a 
period, she was found at operation to have regional ileitis, 
and an enterectomy was performed. We all felt afterwards 
that it was wiser and safer that the operation was done “ on 
a list” rather than as an emergency at night. 

Emergency operations, done under difficulties, perhaps in 
the middle of the night, perhaps by relatively inexperienced 
surgeons, with inadequate assistance, without a consultant 
anaesthetist, with a scratch theatre staff, and perhaps during 
a period of overwork and fatigue, may lead to errors that 
observation and conservative treatment would prevent. 


Comments 

All cases of acute appendicitis, or of doubtful acute 
appendicitis, should be admitted to a hospital or nursing 
home at once, if possible, in order that they may have 
constant skilled surgical and nursing attention. 

In cases of doubt it is not wise to observe the case in a 
private house, and in cases where a firm diagnosis has been 
made it is not safe to adopt conservative treatment at home. 
Nobody can say at the beginning of an attack how severe it 
is going to be, and the treatment of an advanced case may 
require calm courage and firm nerves in addition to skilled 
surgical and nursing technique. 

We are still getting many cases of acute appendicitis too 
late. During my three years, 395 cases of acute appendicitis 
were under 24 hours old when admitted, but 137 cases were 
more than 24 hours old when admitted. 
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A great deal of trouble and anxiety, not only to the 
patient, relatives, and doctor, but also the hospital staff, 
could be saved if we can get a higher proportion earlier. 


Summary and Conclusions 

An account is given of a series of cases of acute 
appendicitis treated conservatively with some illustrative 
cases. 

During the course of over 30 years of surgery, a good 
deal of which has been emergency surgery, I have 
gradually been tending more and more to conservative 
treatment in cases of advanced appendicitis. 

For many years I have believed it best to treat appendix 
abscesses conservatively. For more than four years I 
have believed it best to treat all cases of acute appendi- 
citis over 24 hours old conservatively. 

It is probably wise to treat all cases of acute appendi- 
citis under 24 hours old by an emergency appendicec- 
tomy, and this is our usual custom. 

One sometimes wonders whether it would not be a 
sound procedure to treat all cases of acute appendicitis 
conservatively. They seem to settle down quite nicely, 
and some never seem to have any further trouble: the 
appendix has wizened. 

We should then be left with appendicectomy for 
recurrent acute appendicitis, and for chronic appendi- 
citis—the “ grumblers ’ with faecaliths in the appendix, 
with kinks, and with adhesions. 

Looking into the future, one cannot help feeling that 
our successors will be more conservative in their out- 
look in this matter, and may look back on us as having 
been too “ appendicectomy-minded.” 

1 acknowledge the assistance of my three registrars, Mr. K. 
Drummond, Mr. R. Kotariya, and Mr. R. Mansharamani, 
without whose help, skill, and co-operation this work would not 
have been possible. 


EXFOLIATIVE CYTOLOGY IN THE 
DIAGNOSIS OF LUNG CANCER 


EXAMINATION OF ONE LABORATORY’S 
RESULTS 


BY 
F. HAMPSON, D.M. 


From the Department of Pathology, Grimsby General 
Hospital 


Although much of the early work on the recognition of 
cells exfoliated from tumours was done in this country, 
little use is made here to-day of the techniques of 
exfoliative cytology in the diagnosis of cancer, though 
there have been signs recently of a renewed interest in 
the subject (Osborn, 1953 ; Philps, 1954). 

After I had spent several months in Dr. Papanicolaou’s 
department a service in cytology was offered in this 
laboratory for some four and a half years. The majority 
of requests have been for the examination of sputum. 
A review of the results obtained might be of some value 
in assessing whether exfoliative cytology has any contri- 
bution to make towards the diagnosis of lung cancer. 


Material and Method 
Specimens of sputum have been sent to the laboratory 
from a wide area, most of them coming from chest 
clinics and chest hospitals. In 1955, for example, 567 
specimens out of a total of 855 arrived from such 
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sources. The remainder were from general hospitals 
and general practitioners. 

All specimens, whether sent to the laboratory by post 
or not, had been collected by getting the patient to cough 
directly into a jar containing 70% alcohol. This 
routine, which is necessary only for specimens that can- 
not be examined at once, has proved very satisfactory in 
practice. Any possible slight loss in quality has been 
preferred to the risk of specimens being spoilt altogether 
by delay in sending or examining material not so treated. 

It is not intended to describe the laboratory procedures 
that have been followed. No new methods have been 
developed, and the techniques and the reporting of 
results have followed closely those described by 
Papanicolaou (1954). Specimens have been placed into 
one of five classes : (1) absence of atypical or abnormal 
cells ; (2) atypical cytology but no evidence of malig- 
nancy ; (3) cytology suggestive of, but not conclusive for, 
malignancy ; (4) cytology strongly suggestive of malig- 
nancy ; and (5) cytology conclusive for malignancy. 
For the purpose of this report, specimens which had 
been reported originally as class 3 have been called 
“ suspicious ” and those which had been placed in class 
4 or 5 have been called “ positive.” 


Table I shows the outline of the results obtained for the 
years 1952-5. For the years 1952, 1953, and 1954 the 
number of specimens examined, the number of patients from 
whom they came, and the number and percentage of patients 
diagnosed cytologically as suspicious and positive are given. 


Taste | 
wes Total Total Suspicious or Positive 
Specimens Patients N or 
%o 

1952 | 20 107 10 
1953 445 232 27 11-6 
1954 743 329 aa 13-4 
1955 855 351 42 19 


For the year 1955 a more detailed analysis is possible. A 
request for information was sent to the doctors concerned in 
respect of the 42 patients diagnosed as suspicious or positive 
and full information was obtained about 40 of them. 
The smears from 23 of these 40 patients were reported as 
positive and from 17 as suspicious (Table II). 


Cancer Cases 
Pinal Final Histological | with Positive 

Diagnosis Diagnosis Fvidenc Smears 

of Cancer Not Cancer | of Cancer Negative 


Tamir Il 


Biopsies 
Positive ‘group (23 
cases 23 0 il 2 
Suspicious group 
(17 cases) Pos 12 4 and 71 5 2 


During 1955 all cases from which positive smears were 
obtained were finally diagnosed as cancer. Histological con- 
firmation in all cases was not available. Several patients 
were too ill for further investigations and bronchoscopy was 
refused in one case. The final diagnosis of cancer was taken 
from the opinion expressed by the doctor concerned 
in his answers to the questionary. in some cases, 
therefore, the final diagnosis of cancer rests on clinical 
findings, plus radiology, smears, and histology; in 
others, one or more of these pieces of evidence will be 
lacking, but in no case was the doctor in any doubt about 
the diagnosis. In the suspicious group it is seen that four 
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cases for certain and a possible fifth turned out to be non- 
malignant, whilst 12 were confirmed as malignant either by 
histology or on clinical grounds, or both. In 10 of these 
40 cases the doctor concerned said that the smear result had 
been the first objective evidence of malignancy. The series 
includes two cases reported as positive where a biopsy was 
negative ; two cases reported as suspicious also had negative 
biopsies. In one of these four cases operation showed an 
epidermoid carcinoma. In all the others the diagnosis was 
of inoperable carcinoma, and two patients have died whilst 
one was alive six months after diagnosis was made. 


Discussion 


The results obtained over the past few years have shown 
that exfoliative cytology is of real value in the diagnosis of 
lung cancer. It is not suggested that it should replace any 
of the existing diagnostic methods but that it is a most use- 
ful additional aid. In the first place, the method is simple 
and practicable for patient and clinician. No preparation 
of the patient is necessary, he does not have to attend 
hospital, and additional specimens can be readily obtained. 
For the laboratory the method has the advantage that no 
elaborate equipment is required, although it is certainly true 
that experience is needed before confident results can be 
given. 

it has been found that reliance can be placed on positive 
results. in 1955 all of 23 cases reported positive were finally 
diagnosed as malignant, and in no case was any doubt 
expressed on this point by the clinician concerned. In four 
of the 17 suspicious cases the clinician was satisfied that the 
diagnosis was non-malignant, and in a fifth case the patient 
died before a firm diagnosis was made. 

It is clear, therefore, that if a confident diagnosis of malig- 
nancy is made on cytological grounds there is a very high 
probability of proving malignancy, and that most of the 
cases regarded as suspicious will also prove to be malignant. 
Further experience will probably reduce the number of 
specimens placed in this category. Negative results are of 
less significance. It has not been possible to ascertain the 
number of malignant cases on which negative results were 
returned, but there were undoubtedly instances of this. 
Apart from inadequate examination or inaccurate appraisal 
of cells seen, negative smears may be found in cancer cases 
for several reasons: it may be that no tumour cells were 
being exfoliated at the time of the examination ; the tumour 
may not communicate with a bronchus, or, even if it does, 
the bronchus itself may have become obstructed by pressure 
so that no escape of cells can take place (Osborn, 1953). 

The results presented and the answers to the questions 
asked of the clinicians show that the method is of value in 
the early diagnosis of cancer, and this is of especial 
importance in this disease. In 1955, 40 cases were regarded 
as positive or suspicious, and in 10 of these the clinician 
stated that the positive report issued after cytological exami- 
nation constituted the first objective evidence of malignancy. 
It is here that the extreme simplicity of the method—from 
the patients’ point of view—is so important. It is a simpler 
matter to arrange for cytological examinations of sputum 
than to arrange for other special examinations to be per- 
formed, and it seems reasonable that earlier recourse should 
be hid to cytological methods for that reason. It is 
undoubtedly true that small early tumours produce recogniz- 
able exfoliated cells, and “carcinoma in situ” of the 
bronchus has been diagnosed by cytological methods 
(Papanicolaou and Koprowska, 1951). In the case described 
by these authors it is stressed that positive cytological find- 
ings were repeatedly obtained in spite of negative biopsies, 
and the diagnosis of carcinoma in situ was finally estab- 
lished at the post-mortem examination following death from 
pneumonia. 

It is difficult in such a small series to attempt to compare 
the value of cytological diagnosis with that of other special 
methods of examination. However, even among these few 
cases two reported as positive and two as suspicious were 


negative according to the biopsies. These fowr cases were 
subsequently regarded as undoubtedly malignant. In one 
case the diagnosis was proved at operation ; the other three 
cases were found to be inoperable. Herbut (1951) referred 
to 500 cases of lung cancer in which cytological methods 
gave positive results in 88% and bronchoscopic examination 
a positive result in only 31% ; in 29% of the proved cases 
cytology gave positive results and bronchoscopy was negative. 
Again, Benioff (1951), referring to 162 proved cases that came 
to operation, showed that in 24% of these cytology provided 
the only pre-operative evidence of malignancy. The con- 
clusion seems justified that cytological methods will disclose 
more positive cases than will bronchoscopy. 

The objection is sometimes raised that it is a time- 
consuming method of investigation. This is true, but it is 
also true of many other laboratory procedures which, never- 
theless, are in common use. Over a four-year period more 
than 10% of patients from whom specimens have been sent 
to this laboratory have been regarded as showing definite 
evidence of malignancy or as affording strong grounds for 
suspicion. This compares well with the percentage of 
positive material obtained in many other laboratory investi- 
gations. The actual examination of the slides takes some- 
what longer to perform than does an examination for 
tubercle bacilli; and here, where the preliminary screening 
is done by an experienced technician, some seven to eight 
minutes is spent in examining a negative smear. 


Summary 

The incidence of “ positive ” and “ suspicious ” smears 
from sputum suspected of containing malignant cells is 
surveyed for the years 1952-S. 

For the year 1955 the results are followed in greater 
detail and the accuracy of the cytological diagnoses is 
assessed. 

It is concluded that the method is of great value in the 
diagnosis of lung cancer, and especially in early cases ; 
that the positive results are reliable ; and that in accuracy 
it compares favourably with bronchoscopic examination. 

The method is extremely convenient for the patient 
and clinician, and demands no elaborate laboratory 
equipment. 

My thanks are due to Mr. E. C. Darnell for expert technical 
assistance and to all those clinicians who provided information 
about their cases. 
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A medical manuscript written very legibly in Anglo-Saxon 
before the Norman Conquest was bought for £550 at 
Sotheby’s on December 11 by the Wellcome Trust. Although 
the text covers only one side of a single leaf, there was brisk 
bidding from both English and American buyers. The 
manuscript contains recipes for making medicines and salves 
for “ heartache,” disease of the lungs and the liver, and for 
tumours. It was incorporated in the binding of a book printed 
in Antwerp in 1558 which later came into the library of Lord 
Robartes. This fragment must have belonged to the vast 
quantity of mediaeval manuscripts which were thrown out 
of the monasteries at the time of the Dissolution and used 
for all kinds of menial purposes. As Bishop Bale wrote in 
1549, “ Some they sold to the grossers and sopesellers, and 
some over see to the bokebynders, not in small nombre, but 
at tymes whole shyppes fulle, to the wonderynge of the foren 
nacyons.” 
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RECOVERY FROM PERITONITIS FOUR 
YEARS AFTER BILATERAL 
TRANSPLANTATION OF URETERS 


BY 


W. MILO KEYNES, M.D., F.R.C.S. 
Surgical Registrar, Addenbrooke's Hospital, Cambridge 


AND 


J. N. HARCOURT-WEBSTER, M.B., B.Chir. 
House-surgeon, Addenbrooke's Hospital, Cambridge 


Not until the past five years have the biochemical 
abnormalities that follow uretero-colic anastomosis been 
extensively studied. Ferris and Odel (1950) found that 
of 141 patients who had undergone bilateral uretero- 
sigmoidostomy, 80% showed a reduced alkali reserve 
and 79% a hyperchloraemia. The condition of hyper- 
chloraemic acidosis was usually associated with a high 
blood urea. These findings were confirmed in the series 
of 201 cases collected by the British Association of 
Urological Surgeons (Jacobs and Stirling, 1952), in 
which 78% had a lowered alkali reserve, and 31% the 
full syndrome of hyperchloraemic acidosis with raised 
blood urea. In only 6% were the levels of the blood 
urea, chloride, and alkali reserve all normal. Hypo- 
kalaemia was present in about a third of the patients. 
Symptoms attributable to electrolyte disturbances in 
patients with bilateral transplantation of the ureters 
include general weakness and fatigue, thirst, nausea, 
vomiting, anorexia, a salty taste in the mouth, hyper- 
ventilation, and loss of weight. There may be rectal 
urgency, and polyuria with diarrhoea. Osteomalacia 
due to chronic acidaemia with consequent renal loss of 
calcium may occur with bone pains and multiple 


fractures (Pines and Mudge, 1951; Badenoch, 1952 ;° 


Moore, 1952). 

Excessive reabsorption of chloride and urea from the 
colon forms the basis of the electrolyte disturbance, but 
it is now considered that an impaired renal function is 
necessary for hyperchloraemic acidosis to develop 
(Lapides, 1951 ; Parsons et al., 1952 ; Pyrah, 1954). Such 
an impairment results from an ascending infection 
from the colon, or back-pressure effects, leading to a 
diminished capacity of the distal tubules to acidify the 
Hypokalaemia is probably mainly due to loss of 


base in patients with polyuria and diarrhoea, and is 
therefore a secondary manifestation (Jacobs and Stirling, 
1952). 

Any intercurrent illness associated with diarrhoea or 
vomiting, but especially an attack of acute pyelonephritis, 
may precipitate acute symptoms in patients with 
bilateral transplantation of the ureters. The electrolyte 
balance of these patients can be more easily upset than 
in the normal. Westlake (1954) has described the 
recovery of a man in acidaemic coma with hypo- 
kalaemia, precipitated by acute pyelonephritis, four 
years after operation. In this paper the recovery is 
reported of a man with transplanted ureters who had 
intestinal obstruction and peritonitis due to a band four 
years after total cystectomy for carcinoma. The post- 
operative care was undoubtedly complicated by the 
transplantation. As patients with bilateral ureteric 
transplants into the colon become more numerous such 
problems will be seen more often in non-urological 
surgical units, as in the present case. 


Case Report 

In 1945 the patient, aged 55, underwent a_ partial 
cystectomy for papillary transitional-cell carcinoma. He 
remained well until November, 1950, when he again 
developed haematuria. In December, 1950, Mr. V. C. 
Pennell performed a total cystectomy with transplantation of 
the ureters into the sigmoid colon, by Coffey’s method, in 
two stages. This was complicated by the development of a 
faecal fistula between the rectum and the anterior abdominal 
wall which was excised in March, 1952. After this third 
operation he remained well except for loss of appetite and a 
slight loss of weight. An x-ray film of the dorso-lumbar 
spine in November, 1952, showed moderate osteoporosis, and 
another in May, 1954, following a slight fall from a ladder, 
a fracture of the lower end of the right ulna with extreme 
osteoporosis. In January, 1955, his blood urea was 
78 mg./100 ml. 

On March 24 he was readmitted to Addenbrooke's Hos- 
pital with a history of six days’ upper abdominal colic and 
vomiting which over the last 24 hours had become faeculent. 
When examined he was an ill, dehydrated, but fully con- 
scious man with no clinical evidence of acidosis or uraemia. 
His abdomen was resonant but greatly distended, with 
tenderness in the upper half and a generalized positive 
release sign ; a few bowel sounds were present. A straight 
x-ray film of the abdomen showed distended loops of the 
jejunum and proximal ileum, with fluid levels. 

Laparotomy revealed peritonitis with a fibrous band 
between the lower ileum and the anterior abdominal wall. 


urine. 
Blood Electrolyte State and Fluid Balance During Post-operative Period 
Post-operative Day: | 0 PE BSH BD 2.4 5 6 7 8 9 10 1! 12 13 14 27 
Serum Na(m.Eq ! )(normal 1 35 140) 142 ‘173 | 158 141 136 
| 3-0} 3-3 2-7 3-7 3-7 31 6-0 
cl 100-105)) 109 108 117 113 114 109 107 
Blood urea (mg. 100 ml.) (norma! | | | 
20-40) 160 201 22 230 115 $8 31 
Blood CO,-combining power (mEq |.) 
(normat 25-30) 30 30-4 35-4 | 294 23.6 | | | 227 
Daily oral! intake (g.): 
Potassium citrate 10 10 20 20 20 12 | 12 12 12 20 | 20 | Stop 
Daily intravenous fluid (pints *): | 
Bloo 1 | 
Normal saline 2 i | 
N’5 saline with 4°%% dextrose 2 2 3 3 1 
Darrow’s solution 1 1 1 1 
Daily oral intake (oz.*) a 14 5 6 55 67 66 | «116 119 166 159 126 144 102 102 
gastric aspirations (0z.) 15 % 37 4 6 6 j 
output of urine (0z.) i i as 2s | 3841 294! So | 32+! 384 16 
Antibiotic Oxytetracycline 250 mg. i.v. Chloramphenicol 250 mg. orally 6-hourly Sulphadimidine | g. 8 
6-hourly hourly 


* To convert pints and fluid ounces to millilitres, multiply by 568 and 28 respectively. 
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A loop of small intestine was twisted round the band, and 
there were three small perforations in the distended proximal 
intestinal loop which were closed after division of the band. 
There was no evidence of secondary deposits in the pelvis or 
liver. 

Post-operatively he developed a paralytic ileus which 
persisted for five days, but at no time did he manifest 
definite clinical evidence of electrolyte disturbance, except 
for drowsiness and dulling of his mental faculties whilst the 
blood urea was at its height. The accompanying Table 
shows the fluid balance and blood electrolyte states over the 
post-operative period. When last seen (October, 1955) he 
was still well 

The ileus was treated by gastric aspirations and intra- 
venous fluids, with oxytetracycline, 250 mg. intravenously 
six-hourly. A rectal tube collected the urine. On the first 
post-operative day the serum chloride, serum sodium, and 
blood urea levels were raised, and the serum potassium was 
reduced. On the third day, as the gastric aspirations 
decreased, the chloride, sodium, and urea levels had risen, 
and on the fifth day after operation the serum chloride was 
117 mEgq/litre, the serum sodium 162 mEq/lI., and the blood 
urea 228 mg./100 ml. On this day the serum potassium had 
fallen to 2.7 mEq/l. Oral potassium in the form of 
potassium citrate was given as soon as the oral intake became 
2 oz. (S7 ml.) hourly. At first 2 g. was given four-hourly, 
but two days later this was raised to 4g. This high dosage of 
potassium citrate was maintained up to his leaving hospital, 
but on the twelfth day the serum potassium was still only 
3.1 mEq/l. By the 27th day, however, it had become 
normal. 

The blood urea reached a peak of 230 mg./100 ml. on the 
eighth day, but had fallen to normal by the time of leaving 
hospital. The serum chloride and sodium levels remained 
raised, despite the gastric aspirations, until the tenth day, 
after which they persisted in the high range of normal. The 
blood COscombining power was normal on the third and 
fifth post-operative days, but had risen to 35.4 mEq/l. by the 
eighth day, presumably as a result of the potassium citrate 
therapy. It fell to a level of 23.6 mEq/l. on the twelfth day 
and was still at about this level, on the acid side of normal, 
at the time the patient left hospital, despite the large doses of 
oral potassium citrate, 


Discussion 


Our patient must be presumed to have had an electrolyte 
abnormality before his admission with peritonitis. There 
was a loss of appetite and loss of weight in the year 
previously, osteoporosis was seen on radiography in 1952 
and 1954, and the blood urea was raised to a level of 
78 mg./100 ml. three months before admission. From these 
facts one might deduce that he had been in a state of hyper- 
chloraemic acidosis. As is often the case with surgical 
emergencies, no electrolyte estimates were carried out pre- 
operatively, and there was thus no baseline to work from 
in the first few post-operative days. We felt more in the 
dark than usual until we discovered how effectively a rectal 
tube drained off the urine. Furthermore, this prevented the 
reabsorption of chloride and urea. 

The serum chloride and serum sodium levels were raised 
on the first post-operative day, and the CO:-combining power 
was normal, despite the previous vomiting and gastric aspira- 
tion. The chloride and sodium levels rose as the ileus 
subsided. It would appear, in fact, that the loss of gastric 
fluid compensated the probable hyperchloraemic acidosis, 
and may indeed have prevented a fatal outcome. Except 
immediately after the operation, when normal saline was 
given, only 4% dextrose-N/5 saline and the alkaline Darrow’s 
solution were given intravenously. The urinary output 
remained satisfactory from the first day and made the course 
easier to control. The use of antibiotics, at first oxytetra- 
cycline and later chloramphenicol, was important, not only 
in the treatment of the peritonitis but also in the prevention 
of ascending renal infection. 


The low serum potassium persisted despite the large doses 
of oral potassium. This probably indicated a large total 
body deficit due to long-standing increased potassium losses 
in the urine. The sequence of events may be that 
chronically damaged kidneys cannot excrete a concentrated 
urine and the volume is determined by the total amount of 
solute to be excreted. This leads to a polyuria, and higher 
amounts of potassium than usual are “ washed out” in the 
urine despite a urinary potassium concentration within the 
normal range. Potassium chloride was not given to our 
patient intravenously because of the raised serum chloride 
with the fear of acidosis, though it might have been used in 
conjunction with a suitable alkali. The availability of 14.5% 
potassium citrate for intravenous use would have been an 
advantage-—potassium citrate is more stable than potassium 
bicarbonate and easier to make than potassium lactate as 
recommended by Pyrah (1954)—and this is now being 
prepared in this hospital for the addition to intravenous fluids 
as an alternative to 10% potassium chloride. 


Summary 


It is common for patients with bilateral transplanta- 
tion of the ureters into the colon to develop an 
electrolyte abnormality, of which a hyperchloraemic 
acidosis with a raised blood urea is the most serious. 
The abnormality is due to an excessive reabsorption of 
chloride and urea from the colon in association with an 
impaired renal function. Hypokalaemia is a secondary 
complication, and occurs in a third of these patients. 

Any intercurrent illness associated with diarrhoea or 
vomiting, but especially an attack of pyelonephritis, may 
precipitate acute symptoms. The recovery of a patient 
with peritonitis and intestinal obstruction from a band 
four years after bilateral uretero-sigmoid anastomosis is 
described. 

Following operation recovery occurred after gastric 
aspirations, rehydration with intravenous fluids, the 
administration of potassium, and a course of antibiotics. 
A rectal catheter drained off the urine satisfactorily. It 
was felt that the gastric aspirations necessitated by the 
development of a paralytic ileus compensated the 
tendency to a hyperchloraemic acidosis and diminished 
the alkali requirement, which is normally such an 
important feature of the treatment. Comments are made 
on the electrolyte difficulties met with post-operatively, 
particularly in the treatment of the hypokalaemia. 


We thank Mr. B. McN. Trustcott for permission to publish 
this record, and Mr. John Davis and Mr. S. J. Hopkins, 
pharmacist at this hospital, for their help. 


REFERENCES 


Badenoch, A. W. (1952). Brit. J. Urol., 24, 311. 

Ferris, D. O., and Odel, H. M. (1950). J. Amer. med. Ass., 142, 634. 

Jacobs, A., and Stirling, W. B. (1952). Brit. J. Urol., 24, 259 

Lapides, J. (1951). Surg. Gynec. Obstet., 93, 691. 

Moore, T. (1952). Brit. J. Urol., 24, 310. 

Parsons, F. M., Pyrah, L. N., Powell, F. J. N., Reed, G. W., and Spiers, 
F. W. (1952). Ibid., 24, 317. 

Pines, K. L., and Mudge, G. H. (1951). Amer. J. Med., 1, 302. 

Pyrah, L. N. (1954). Ann. roy. Coll. Surg. Engl., 14, 169. 

Westlake, BE. K. (1954). British Medical Journal, 2, 1457 


For every seven children killed on the roads of Northern 
Ireland, ten die in accidents in the home, the Northern 
Ireland Ministry of Health and Local Government stated 
recently. As the result of home accidents over 2,000 people 
needed hospital in-treatment and 25,000 had to attend out- 
patients annually. The cost to public funds was estimated 
at £150,000. The number of beds occupied in one hospital 
by such accident cases in 1955 represented the equivalent 
of 3,000 “ patient” days. 
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CLINICAL TRIAL OF METHYPRYLONE, 
A PIPERIDINE HYPNOTIC 


BY 


J. S. STEWART, M.B., B.S. 
From the Middlesex Hospital, London 


Few of those who have spent their illnesses in more 
secluded places realize how much noise there can be in 
a hospital ward at night. The usual practice in the ear, 
nose, and throat department of this hospital is therefore 
to offer adult patients a hypnotic such as amylobarbi- 
tone sodium or butobarbitone. 

Methyprylone (“noludar,”  2,4-dioxo-3,3-diethyl-5- 
methyl-piperidine) has been found to be a safe and 
effective sedative-hypnotic in doses of 200-400 mg., with 
a fairly prompt onset, short duration of action, and no 
side-effects (Cass et al., 1955). It is well tolerated by 
older patients in whom barbiturates are apt to produce 
confusion and sometimes delirium (Schmitt, 1955). 
This has been confirmed by Kemper (1955) in elderly 
psychiatric patients. Brandman ef al. (1955), using 
methyprylone in doses of 250 mg., reported occasional 
drowsiness, dizziness, and headache. 


Present Investigation 

The object of the trial was to compare the hypnotic 
effects of amylobarbitone sodium, butobarbitone, methy- 
prylone, and a control tablet in patients admitted to the ear, 
nose, and throat wards. The results were assessed objec- 
tively by the nursing staff (speed of onset and duration of 
action) and subjectively by the patients (speed of onset, 
quality of sleep, and nature of after-effects). 

Four sets of tablets were prepared in equivalent doses— 
amylobarbitone sodium (14 gr., or approximately 100 mg.), 
butobarbitone (14 gr., or approximately 100 mg.), methy- 
prylone (200 mg.), and a control (lactose, starch, and a trace 
of infusion of quassia). All were identical in appearance 
and very closely similar in taste. The slight differences in 
taste could be detected only by chewing the tablets, an 
unlikely practice in view of their bitterly repellent flavour. 

The bulk containers were labelled A, B, C, and D so 
that the tablets could not be identified. As it was thought 
that the control tablet might still be recognized by its lower 
scores, a random permutation of these letters was used to 
allot the tablets from their lettered containers to packets 
labelled 1, 2, 3, and 4 for first, second, third, and fourth 
nights, one tablet per packet. A set of four packets (con- 
taining one tablet of each type) for each patient was placed 
in a numbered box by a dispenser who did not know the 
key to the letters A, B,C, and D. On the wards the tablets 
were known only by their box and packet numbers until 
after the trial had been completed. 

Since many of the patients stayed less than eight nights 
in the ward. and there were four types of tablet to be tested, 
it was decided to give patients a different tablet on each of 
their first four nights, omitting the night of the operation. 
Administration of the tablets on these nights followed the 
usual sedative routine for the patients’ first few nights in 
hospital. so that the conditions of the trial were the same 
as those of everyday practice. The tablets were given at 
9.30 p.m. by the night nurse, who then made half-hourly 
rounds from 10 p.m. till 6 a.m. to determine whether the 
patients were sound asleep, dozing lightly, or awake, giving 
2. 1, and ® marks respectively. She recorded these results 
on a chart, along with any relevant remarks. The highest 
possible score was 34, representing between 8 and 8+ hours’ 
sleep (see footnote to Table I). At 9 a.m. I asked each 
patient the following questions, marking the answers as 
shown : (a) Did you get to sleep quickly (1) or slowly (0) ? 
(b) Was your night’s sleep sound (3), fair (2), poor (1), or 
bad (0)? (c) Did you wake fuily refreshed (3), reasonably 


clear in the head (2), stale and drowsy (1), or “ drugged ” 
and confused (0) ? 

Scores were recorded separately for each of the three 
questions and a note was made of any side-effects (for 
example, headache) which seemed attributable to the tablets. 
The questions were designed to be answered in an even 
number of ways (2, 4, 4). With an odd number of possible 
answers (for instance, “ Was your night’s sleep good, fair, 
or bad ?”) there is a tendency towards the middle one, 
which is apt to mask a positive finding. 

The experiment, including a preliminary pilot trial, had 
to be completed within three months. For the purpose of 
convenience it was intended to use the first 100 patients to 
complete the trial, Ideally, with a balanced design, each 
type of tablet would have been given an equal number of 
times on the four nights. In anticipation, however, of the 
inevitable withdrawals for such reasons as deterioration in 
clinical condition, a random allocation of tablets was used 
rather than a balanced design. Each type of tablet would 
ideally have been given 25 times on each of the four nights ; 
the random allocation produced no greater discrepancy than 
that among the control tablets, which were given 28 times 
on the second and 22 times on the fourth nights. As will 
be shown, this had no material effect on the results. 


Subjects 

In order to minimize the selection of cases, all patients 
over 21 admitted to the ear, nose, and throat wards were 
included in the trial if they were willing to take part, except 
for those who were (1) acutely or seriously ill, (2) in more 
pain than could be relieved by tab. codein. co., (3) admitted 
for a major operation (one likely to last more than two 
hours), (4) suffering from any condition in which barbi- 
turates were contraindicated, or (5) habituated to hypnotics. 
Patients were removed from the trial only if they subse- 
quently developed illness or pain as described above. 

While the trial was in progress 156 adults were admitted 
to the wards. Of these, 105 were eligible for inclusion 
on the above conditions, none declining to take part. Five 
were unable to complete the trial and have not been included 
in the analyses. Two of these were withdrawn because 
of pain, two because of radical change in treatment, and one 
because she was later found to be in the habit of taking 
hypnotics (with which she secretly supplemented her trial 
tablets). The 100 who completed the trial included 56 
men and 44 women, their ages varying from 21 to 71 
(average 39). Most of them stayed in hospital for a 
week to ten days and had their operation on the second 
day ; 41 had tonsillectomy by dissection, 15 had no opera- 
tion during the trial, 12 had submucous resection of the 
nasal septum, 10 had examinations under anaesthesia, 9 
had polyps removed from ear, nose, or vocal cords, and 
13 had other operations. 

All patients eligible for the trial were interviewed per- 
sonally on the day of admission. The outlines of the trial 
were explained, but the control tablet was mentioned only 
when patients asked specifically about this, as they did on 
several occasions. 

Results 


It is clear from Table I that there is no significant differ- 
ence between the mean scores for the three drugs. Only 
for the control is the score significantly lower, but not 
greatly lower, than for the other three. [An analysis of 
variance shows that there is a difference between the four 
groups, disregarding the nights, which is significant at 1° 
(P<0.01).] The night with the lowest score is the second 
night of the trial. For the 72 patients who had their opera- 
tion on the second day this was the night of the day after 
operation, but the difference between this score and the first 
night’s score is small. Figures for the onset of sleep derived 
from the night nurses’ scores are not given because it was 
found that onset, as judged by the nurses, varied much 
more with the particular night than with any other factor. 
For instance, often on quiet nights every patient was asleep 
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by 10 p.m., and on noisier nights several were still awake 
at 10.30 p.m. 

It has been said that each tablet was not given an equa! 
number of times on the four nights. Accordingly separate 
figures are given for each tablet on each night. Without 
any formal tests of significance it can be seen that this fact 
has not materially affected the results For instance, the 
figures for the control are the lowest on three of the four 


nights 
Taste 1.—Objective Assessment by Night Nurses* 
Hours of | Standard 
Nights. H m< ; steep and Mean Sleep and Error of 
ore 
Tablets Mean Mean 
| Scores Scores 
| Ist 2nd ird 4th for Tablets, for Tablets 
Amylobarbi 64 64 7 | t | 63 
tone sodium 272 267 29-4 28-2 | 279 040 
| 
hutobarbi one 6} 6) 64 7 6) 
278 28-1 273 287 28-0 038 
Methypry lone 64 6 6} 63 | 
72 78 28-2 7 27-7 } 0-37 
Control 6} | 6 
264 240 269 043 
Hours of sicep 
und =6mean | | 
scores for 64 64 j 6 6) | 
24-0 28-2 | 


nights 271 266 


*Calculation of Approximate Duration of Sleep from Mean 
Score.—On the basis that the night nurse gave a patient 2 marks 
each half-hour he was asleep (see text), duration of sleep may be 
estimated in hours by dividing the night's score by 4. This, how- 
implies that the patient has been asleep for half an hour 


ever 
when the first 2 marks are given. If an average time of a quarter 
of an hour is allowed for him to get to sleep after the tablet or 


the last half-hourly observation, then 1 mark, representing nearly 
a quarter of an hour's sleep, is subtracted from the score before 
(score — 1) 


dividing by 4. The formula Hours of sleep = prob- 


ably gives too generous an estimate, as it does not allow for 
waking between observations, but the mean scores would be open 
to the same objection if taken as absolute values. Their transla- 
tion into bours of sleep is given for the sake of convenience 


(Maximum possible score: 34 marks, representing 84 hours’ 
sleep.) 
Taste I1.—Onset of Sleep 
Did You Get to Sleep Mean 
| Scores 
Tablets Quickly ? Slowly ? Total of 
(1) (0) | 1 and 0 
Amylobarbitone 
sodium 100 0 64 
Butobarbitone 79 2! 100 0-79 
Methyprylone | 74 26 100 | 074 
Control 56 a4 100 0-56 
73. D.P.=3. P<001 
Tarte lil.—Quality of Sleep 
Was Your Night's Sleep | Mean 
_ | | Score 
Scores 
Tablets Sound ” Fair? Poor ? Bad? Total of 3, 2, 
(3) (2) (1) (0) land 0 
Amylobarbitone | 
sodium | 4) 40 18 1 | 100 2:2 
Butobarbitone 46 42 i 1 | 100 23 
Methyprylone 48 43 7 2 |; 100 24 
Control 6 47 24 ; 100 20 
D.F.- 6 (third and fourth columns taken together). P< 0.05. 
Tarte TV A fter-effects 
did You Wak 
Did You Wake 
> “ | Scores 
Tablets Fully |Memonably) State Drugged™) Total | of 3 
Refreshed ? Clear in and an 
Q) the Head’ | Drowsy? | Confused ? | and 0 
(2) | (1) (0) an 
Amylobarbi 
tone sodium 16 SO 33 ! 100 18 
Butobarbitone 25 48 25 2 100 20 
Methyprylone 16 53 28 3 100 18 
Control it 64 25 0 100; 19 


z?~10-51. D.P. (third and fourth columns taken together). P>O 05. 
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The distribution of answers to the three questions is 
shown in Tables II-IV. Analysis of the answers relating 
to onset and quality of sleep (Tables II and III) shows a 
significant difference between the forms of treatment (see 
x’ tests at the foot of each table), which is clearly attri- 
butable to the lower score of the control. This is not so 
for the answers to the question on after-effects (Table IV). 
In none of the tables are there any demonstrable differences 
between the three drugs. A similar analysis shows that there 
is no significant difference between the four nights in any 
of the questions. 

The only side-effect recorded was headache, which 
occurred twice after each drug and once after the control. 
Patients sometimes volunteered that a particular night was 
the best they had had for a long time. They did this five 
times after amylobarbitone sodium, five after butobarbitone, 
six after methyprylone, and twice after the control. 

Discussion 

Standards of comparison for hypnotics, such as onset and 
duration of action, quality of sleep, and nature of after- 
and side-effects are generally accepted, but reports of con- 
trolled trials are comparatively infrequent, In hospital it 
is possible to supplement the patients’ own impressions with 
objective observations. Even the quality of sleep, although 
usually best judged by the patients themselves, can be 
assessed with considerable accuracy by a nurse looking after 
a reasonable number of patients. 

An obvious criticism of this trial is that each drug was 
tried once only on each patient. This raises the question 
of whether one patient will respond fairly consistently to 
one hypnotic. If this is so, more information will be gained 
by studying the effects of each tablet on every patient than 
by using the available time in any other way. Hare (1955) 
has made a detailed study of the comparative efficacy of 
hypnotics in a neurosis unit. He observed 30 female patients 
for an average time of three to four weeks each. His results 
show that each patient responded fairly consistently to any 
one hypnotic, although great variation was found between 
different patients. This confirms strong clinical impressions 
from the routine use of hypnotics in the wards. 

The investigation of after-effects remains the least satis- 
factory part of the trial. Many patients found it difficult 
to distinguish between waking heavy-headed as a result of 
excessive sedation and waking tired as a result of lack 
of sleep. On other points the patients proved reliable 
witnesses. With a few notable exceptions, their impressions 
corresponded well with the nurses’ observations. 

As equivalent doses of the three drugs were deliberately 
chosen it is not surprising that the results were similar, but 
the high figures for the control are interesting. It would 
probably have been worth while to include a fifth night 
without any tablet, but co-operation for this might some- 
times have been more difficult to enlist, especially on the 
day after the operation, when the wide difference between 
the control and the drugs (Table I) would seem to show that 
a hypnotic is a valuable part of treatment at this time. 

The present trial has shown methyprylone to be a reliable 
hypnotic of comparable efficacy and onset and duration of 
action to amylobarbitone sodium and butobarbitone. If 
subsequent investigation confirms the rarity of side-effects 
found by previous workers, methyprylone should prove a 
valuable addition to the non-barbiturate hypnotics. 


Summary 

Methyprylone, a piperidine hypnotic, was investigated 
in 100 patients in the ear, nose, and throat wards of a 
general hospital. The onset and duration of action, 
quality of sleep, and nature of after-effects were com- 
pared with those of amylobarbitone sodium, butobarbi- 
tone, and a control. Nurses’ observations supplemented 
and were usually consistent with patients’ impressions. 
No significant difference was found between the three 


Dec. 22, 1956 


METHYPRYLONE 


1467 


Bririsn 
Mepicat JOURNAL 


drugs. The score of the control was not greatly lower, 
but the difference was statistically significant. 

Methyprylone is a reliable non-barbiturate hypnotic 
of comparable effect to amylobarbitone sodium and 
butobarbitone. 


The patients in the ear, nose, and throat wards were under the 
care of Mr. C. P. Wilson, Mr. J. P. Monkhouse, and Mr. D. 
Ranger, and I thank them for permission to carry out the trial. 
I also thank Dr. J. D. N. Nabarro for his criticisms and en- 
couragement in the preparation of the paper; Mr. M. P. Curwen, 
of St. Bartholomew's Hospital, for his invaluable help with the 
statistics; Dr. Margaret Briggs, of Roche Products, for the pre- 
paration and dispensing of the tablets; and the night sisters and 
their nursing staff, whose enthusiastic co-operation made this trial 
possible, 
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Novelty has all the appeal of invention, and it is common 
experience that newly introduced drugs pass through a 
phase during which they are esteemed too highly. 
Methylpentynol (“ oblivon ") has been no exception, for 
early reports were unanimous in emphasizing its distinct 
paucity of toxic complications (Allen and Krongold, 
1951 ; Hirsh and Orsinger, 1952 ; Malone ef al., 1952). 

Margolin et al. (1951) studied the acute toxicity of the 
drug with animals and found that the LD.,, ranged from 
600 to 900 mg. per kg., whereas chronic toxicity experi- 
ments disclosed no gross or microscopical changes 
following the daily oral administration of 200-300 mg. 
of methylpentynol, an equivalent of seventy times the 
recommended human dose. The drug has also been 
given daily by mouth to human subjects in a dose ranging 
from 0.1 to 1.5 g. for six months without any undesirable 
side-effects (Chevalley et al., 1952), although Schaffar- 
zick and Brown (1952) reported that two out of six 
epileptics given the substance developed a strongly posi- 
tive cephalin flocculation reaction. As a corollary, it 
was noted that the livers of rats given methylpentynol 
in their drinking-water exhibited a diminution of hepatic- 
cell cytoplasmic basophilia. 

The effect of single doses of methylpentynol has been 
assessed by Trotter (1954), who found that speed of 
reaction, concentration, and co-ordination were either 
unimpaired or enhanced after 500 mg. of the drug. 
Sinton (1954) was also unable to detect any deleterious 
result from | g. of methylpentynol, although Macdonald 
(1955), using half this dose, noted an 8% deterioration 
on a numerical test. 

In view of these predominantly culogistic appraisals, 
it is hardly surprising that a wide field of application has 
been found for methylpentynol: for example, as a 


, Gusterson, 


hypnotic for elderly patients (Simpson, 1954), as a pre- 
operative sedative for tonsillectomy (Simmons, 1954; 
1955), for allaying apprehension before 
dental operations (Trotter, 1953), as a prophylactic 
against nocturnal attacks of asthma (Bendkowski, 1955), 
and for reducing anxiety at childbirth (Bourne, 1954). 

Recently attention has been directed to the drug’s 
potential toxicity. May and Ebaugh (1953) noted 
drowsiness, ataxia, and slurred speech in five patients 
who had ingested between 3.89 and 10.16 g. of methyl- 
pentynol during periods ranging from two to six days 
They also described a confusional episode in a woman 
who had swallowed at least 10 g. of the drug. Glatt 
(195Sa) referred briefly to the appearance of a “ confused 
and highly emotional state with slurring of speech and 
ataxia ” in alcoholics after taking up to 20 capsules (each 
of 250 mg.) daily for two to three days. He amplified 
this subsequently (Glatt, 1955b), describing the cases of 
15 patients who after excessive doses of methylpentynol 
presented a picture of “ gradually increasing confusion 
with lack of concentration and attention, tearfulness, 
depression, speech difficulties, and ataxia.” Diplopia, 
nystagmus, and slight ptosis were each seen separately 
in three patients, while visual hallucinations were also 
encountered. Cares et al. (1953) reported a death after 
a dose of 4.5-6 g., and it is also on record following 
2.25 g. of methylpentynol in conjunction with 20 pento- 
barbitone sodium (“ nembutal "’) tablets (British Medical 
Journal, 1955). Recovery after 8.75 g. and 10 g. of 
methylpentynol has been noted respectively by Lemere 
(1952) and Brown and Ellis (1955); and Lovelace and 
Roith (1955) documented an attempted suicide with a 
combination of methylpentynol and “ persomnia ” (car- 
bromal and bromvaletone). Recently, two youths who 
had each taken 0.75-1 g. of the substance were involved 
in a motor accident associated with a fatality (Lancet, 
1955). 

Case Histories 

Eight brief illustrative case histories of toxic reactions to 
methylpentynol are described, followed by a synopsis of the 
side-effects—as distinct from toxic phenomena—noted in two 
groups each of 15 patients, the one given therapeutic doses 
of methylpentynol (0.5-2 g. a day) for one to six weeks, 
and the other receiving larger doses of methylpentynol 
(approximately 5 g.) during labour. 

Case 1 ; 

An unmarried woman aged 24, suffering from an anxiety 
state, had taken eight capsules of methylpentynol (2 g.) daily 
for four days, She now complained of feeling cold and 
shivery, of declining appetite, and of being unsteady on 
her feet. 

On examination the positive abnormalities consisted of 
unsustained nystagmoid jerks on conjugate lateral deviation 
of the eyes, loss of tone in the facial musculature, dys- 
arthria, and tremor of the protruded tongue. The gait was 
ataxic and Romberg’s sign positive. There was a static 
tremor of the hands, with cerebellar defects in both upper 
and lower limbs, including ataxia on the finger-nose, heel- 
shin tests, and dysdiadokokinesis, The tendon reflexes were 
diminished, and were associated with an overall reduction 
of tone. The urine was normal. 

Her mood was one of depression and, although denying 
hallucinations, she appeared to be hallucinated one even- 
ing, insisting there was a woman standing beside her bed. 
Orientation was correct, but she performed only moder- 
ately at serial sevens (the subtraction of serial sevens from 
100), the digit span (number of correctly repeated non- 
consecutive digits in same or reverse order as given by the 
examiner) being seven forwards and six backwards. She 
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remarked that her body felt unreal as if “ belonging to 
someone else” and that it seemed to be “ light and float- 
ing She noticed, too, that the passage of time was 
accelerated, 

Three days later she had recovered apart from residual 
mild depression [The digit span had increased to eight 
forwards and six backwards, while serial sevens were accom- 
plished accurately. No withdrawal phenomena occurred, 
although there was a partial amnesia for events relating to 
the toxic episode. 

Case 2 

This patient, an unmarr.ed woman aged 43, was referred 
to hospital after having taken 26 capsules of methylpentynol 
(6.5 g.) during the previous six days. She was drowsy and 
complained of loss of appetite and the recent onset of double 
vision 

The physical signs included bilateral ptosis, pupils react- 
ing sluggishly to light, and suffused conjunctivae. There 
was loss of tone in the facial musculature, dysarthria, and 
ataxia of gait, with a positive Romberg’s sign. © Muscular 
tone and the deep reflexes were decreased, although there 
were no cerebellar defects in cither the upper or the lower 
limbs, She was obviously depressed and expressed suicidal 
ideas. Hallucinations were denied and orientation was 
intact. The digit span was six forwards and three back- 
wards, combined with impairment of attention and concen- 
tration. She stated that since she had been on the drug 
“time seemed to pass more swiftly.” The serum bromide 
was less than 25 mg. per 100 ml., and the urine gave a 
positive Rothera reaction persisting for two days. 

Within three days the physical signs vanished, serial sevens 
were performed accurately, and the digit span had risen to 
six forwards and backwards. There were no withdrawal 
features, but mild depression persisted for a further four 
weeks 

Case 3 

A man aged 46, suffering from paranoid schizophrenia, 
swallowed 10 g. of methylpentynol during a period of 
two days, at the same time taking phenobarbitone, 2 gr. 
(0.13 g.) at night. Twenty-four hours later he showed 
rhythmic nystagmus on conjugate lateral deviation of the 
eyes, with diplopia in all directions of gaze, as well as right- 
sided ptosis. The gait was ataxic with a negative Romberg 
sign. Muscular tone was increased with positive Hoffmann 
and Wartenberg signs, together with augmented deep re- 
flexes. The urine was normal. Mentally there was affective 
blunting and ideas of reference, but no hallucinations. 
Orientation was intact, but the patient failed badly on serial 
sevens, the digit span being six forwards and five back- 
wards. 

A week later there were no abnormal neurological signs, 
but the affective blunting and ideas of reference remained. 
He was still unable to manage serial sevens, but the digit 
span had increased to eight forwards and five backwards. 
There was a patchy amnesia for events during the toxic 
episode. 

Case 4 

A married woman aged 36 became noisy and excited 
after taking 1.5 g. of methylpentynol daily for four days, 
together with a small quantity of alcohol. 

On examination the pupils were dilated and reacted slug- 
gishly to light, there was rhythmic nystagmus on conjugate 
lateral deviation of the eyes, and dysarthria was present. 
Her gait was ataxic, Romberg’s sign was negative, and the 
deep reflexes were just present on reinforcement. The urine 
was normal. Her mood was one of elation, and, curiously, 
she showed no apprehension even when insisting there were 
black spiders climbing up the walls and that there was a 
cow in the room. The hallucinations—or possibly illusions 

occurred during both day and night. Orientation was 
correct, but both attention and concentration were impaired. 
The serum bromide was less than 25 mg. per 100 ml. 

Four days later the neurological abnormalities had dis- 
appeared but she remained drowsy. Her mood was now one 
of mild depression combined with irritability. There were 


no hallucinations, and memory-testing revealed a selective 
amnesia for the toxic period. Attention and concentration 
were good. 

Case § 

A primigravida aged 23 was admitted to hospital on 
account of persistent tachycardia at rest (pulse rate 140-160 
a minute). No cardiac abnormality was discovered, but in 
view of her apprehension she was prescribed 0.5 g. of 
methylpentynol three times a day for eight days, the resting 
pulse rate falling to 92 a minute. The patient then went into 
labour, receiving a further 5.5 g. of methylpentynol during 
the subsequent 24 hours. Within the next eight hours she 
was reported as “ feeling drunk.” 

On examination there was rhythmic nystagmus on con- 
jugate lateral deviation of the eyes, bilateral ptosis, loss of 
tone in the facial musculature, dysarthria, and tremor of 
the protruded tongue. She complained also of double 
vision on lateral and vertical gaze. There was ataxia on the 
finger-nose and heel-shin tests not compensated for by 
vision, and the gait was ataxic. Romberg's sign was posi- 
tive, both muscular tone and the deep reflexes being within 
normal limits. The corneal reflexes were absent and the 
jaw-jerk barely elicitable. The urine was normal. 

The patient was paraphasic and euphoric, but there were 
no delusions or hallucinations, and orientation for time, 
place, and person was intact. Nevertheless, attention and 
abstract thought were impaired, as she was unable to 
attempt serial sevens or interpret proverbs. The digit span 
was five forwards and four backwards. 

Two days after delivery the neurological signs had dis- 
appeared and the mental state was normal, the digit span 
now being eight forwards and six backwards. 

Case 6 

A primigravida aged 18 was admitted in labour and 
during the next 48 hours the following were prescribed : 
a total of 200 mg. of pethidine, heroin } gr. (11 mg.), quinal- 
barbitone sodium (“ seconal™), 3 gr. (0.2 g.), and potassium 
bromide, 30 gr, (2 g.), with chloral hydrate, 30 gr. (2 g). As 
she still remained tense, | g. of methylpentynol was given, 
this dose being repeated after an interval of four hours 
Soon afterwards she was reported as being very drowsy. 

On examination the pupils reacted sluggishly to light, 
accommodation, and convergence, and sustained rhythmic 
nystagmus on conjugate lateral deviation of the eyes, 
bilateral ptosis, loss of facial muscular tone, dysarthria, and 
nominal dysphasia were present. Rapidly alternating move- 
ments were performed clumsily ; there was static tremor of 
the fingers and marked ataxia on the finger—nose and heel- 
shin tests not compensated for by vision. Muscular tone 
was increased, Wartenberg’s and Hoffmann’s signs were 
positive and were associated with sustained bilateral patellar 
and ankle clonus and augmented deep reflexes. The urine 
was normal. 

The patient, who was now lethargic, denied hallucinations, 
was orientated correctly, but unable to attempt serial sevens 
Or comprehend simple proverbs. 

Within three days the neurological signs had abated and 
the mental state was normal apart from impaired retrospec- 
tive memory for the toxic episode. 


Case 7 

A man aged 28 became unsteady on his feet after taking 
6 gr. (0.4 g.) of phenobarbitone and 1.5 g. of methylpentynol. 

On examination the only physical abnormalities were 
dysarthria and an ataxic gait. The serum bromide was less 
than 25 mg. per 100 ml. 

He was drowsy, paraphasic, and euphoric, denied hallu- 
cinations, and was orientated correctly although attention and 
concentration were impaired. He slept a great deal the next 
two days, and afterwards remarked that during this period 
he had seen a “ vision” of two men and had felt “ some- 
one he could not see tugging at his bedclothes.” 

After a further 48 hours the physical signs disappeared, 
the mood was within normal limits, attention and concen- 
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tration improved, and the digit span increased. Retrospec- 
tive memory for the period of illness seemed excellent. 


Case 8 

A man aged 42 had been taking 5-6 methylpentynol cap- 
sules daily for 10 months. Three days after stopping the 
drug he suddenly felt tense and unwell. He began to have 
shivering attacks, palpitations, and recurrent nightmares. 
There was marked loss of appetite. He saw “ writing and 
figures on the wall” during the day, and on other occasions 
“it seemed that a stream of people filed into the room 
behind his back and beckoned to him.” These abnormali- 
ties persisted for a week before abating. 


Side-effects 


Dizziness and light-headedness were the most frequent of 
the side-effects noted in the 30 individuals not exhibiting 
toxic reactions to the drug. Even so, the most prominent 
feature was deviation of the mood pattern, ranging through 
elation, euphoria, and irritability with feelings of anxiety 
and tension, to apathy and even depression. Motor activity 
was congruent with the mood change, elation being asso- 
ciated with overactivity and reduction of activity with de- 
pression. Likewise, heightening of mood went with increase 
of appetite and a decrease with depression. A number of 
patients commented spontaneously that the passage of time 
seemed accelerated and mild body-'mage disturbances were 
noted, including increase or decrease in weight or size of 
either the whole body or its various members. 

Discussion 

One of the striking features of the case histories epitom- 
ized above is the facility with which toxic reactions to 
methylpentynol might result from the ingestion of small 
quantities of the substance. The clinical picture so pro- 
duced emulates that seen in acute alcoholic intoxication, 
and, for that matter, methylpentynol belongs to the series 
of higher alcohols. Howells (1952) depicts the findings in 
40 persons suspected of being under the influence of alcohol, 
these including dilatation of the pupils with impaired re- 
action to either light or accommodation, suffused conjunc- 
tivae, nystagmus, and ataxia with a positive Romberg sign. 
Identical phenomena have been elicited in either acute or 
chronic barbiturate poisoning, and Isbell and White (1953) 
have pointed to the similarity between alcoholic and barbi- 
turate intoxications. 

In our series a fairly characteristic indication of over- 
dosage with methylpentynol was loss of tone in the facial 
musculature together with unilateral or bilateral ptosis. 
Other abnormalities on examination of the cranial nerves 
were dilated pupils reacting sluggishly to all stimuli, sus- 
tained rhythmic nystagmus on conjugate lateral gaze, dimin- 
ished corneal reflexes, suffused conjunctivae, diplopia, 
dysarthria, and fine tremor of the protruded tongue. In the 
light of recent work by Howells (1956) nystagmus is prob- 
ably one of the earliest of these signs to appear. 

When present the ataxia was of either cerebellar or pos- 
terior column variety, or an admixture of the two. In 
consequence, muscular tone was usually decreased but could 
be augmented, with clonus and positive Hoffmann’s and 
Wartenberg’s signs. Similar findings were reported by Hirst 
(1955). In the same way, Isbell (1950) found that chronic 
barbiturate intoxication might occasionally present with 
transient ankle clonus and extensor plantar responses. 

Paraphasia or nominal dysphasia was also evident with 
sufficient frequency to be worth comment. Curran (1944), 
who believed he could distinguish features specific to drug 
intoxications, stipulates that paraphasia is one of the hall- 
marks of bromide deliria, although Mayer-Gross ef al. 
(1954), who are of a dissentient opinion, allude to its occur- 
rence in delirium tremens. Weinstein and Kahn (1955), 
arguing from a holistic viewpoint, have preferred to regard 
these phenomena as a mode of adaptation to illness rather 
than individual defects. 


One of the other diverting facets to the action of methyl- 
pentynol was its ability to produce differential mood alter- 
ations. This aspect has excited little comment hitherto, but 
was seen both in the toxic reactions and in those patients 
on a regime within the prescribed therapeutic dosage. The 
spectrum of mood deviations ranged from elation to depres- 
sion ; moreover, it seemed that depression might be induced 
de novo, or a pre-existing depressive mood be so intensified 
that the patient expressed suicidal ideas. Such affective 
changes were reversible, usually disappearing within a few 
days of withdrawing the drug. Alterations in motor activity 
and appetite were subordinate to the particular mood devia- 
tien. It is pertinent that Bourne (1954) remarked on a 
“pleasantly carefree attitude” in patients after taking 
methylpentynol, and of interest that hypomanic mood dis- 
turbances were noted by Curran (1944) in some instances 
of chronic barbiturate poisoning. Non-specific alterations 
of mood pattern by drugs has also been recorded by Thorner 
(1935), Cleghorn (1952), and Wikler (1952). 

Disorientation, amounting to confusion, was another of 
the features reported by some authors in their cases after 
overdosage with methylpentynol (Hollander, 1954). Levin 
(1951) formulated the entity of “ partial delirium,” which 
depended on the fact that orientation for time, being an 
abstract concept, was more vulnerable and consequently 
more likely to be upset than either orientation for place or 
for person. However, none of our patients exhibited any 
disturbance of this modality, although attention, concen- 
tration, and abstract thought were impaired. Reduction of 
digit span occurred in most cases, this being a recognized 
concomitant of drug intoxications. Hoch (1906), in an 
analysis of the defect, found that the average number of 
numerals retained was only four, 

Visual hallucinations were also noted. In a discussion 
on the nature and non-specificity of deliria, Wolff and 
Curran (1935) pointed out that the dysfunction was char- 
acterized by being worse at night than during the day, that 
visual hallucinations were frequent, that defects in grasp 
and sustained attention were prominent, and that, on re- 
covery, recall was usually good. Our patients showed all 
or most of these aspects, apart from a patchy amnesia for 
events during the illness, a discrepancy which may be 
related to the amnesia ascribed by Bourne (1954) to the 
action of methylpentynol itself. 

In all groups of patients occasional abnormalities of “ ego- 
function” were seen, including mild depersonalization and 
derealization, déja vu phenomena, time distortion, and body- 
image disturbances classifiable into Bonnier’s (1905) category 
of paraschematia, the best examples of which are usually 
seen in drug intoxications (Critchley, 1950). 

Withdrawal symptoms after discontinuing methylpentynol 
occurred in one instance. The time sequence of the devel- 
opment of these is important, as Isbell et al. (1950) noted 
with barbiturate addicts that anxiety, tremor, loss of appe- 
tite, and insomnia appeared during the first 24 hours after 
stopping the drugs, whereas hallucinations, illusions, or de- 
lusions became evident only after a lapse of three days. A 
similar continuum of events seems to have befallen our 
patient. 

No patient showed any skin reactions to methylpentynol 
as have been reported by DeLamater (1952). 

A criticism that could be raised at this stage is that for 
three patients the toxic reaction followed the combination of 
methylpentynol with other drugs, and in another case ap- 
peared to be precipitated by the consumption of alcohol. 
Nevertheless, the clinical picture was identical with that 
seen in those patients following the ingestion of methyl- 
pentynol alone and similar to that due to methylpentynol 
intoxication previously reported (Marley, 1955). 

Finally, as Perlman and Johnson (1952) and Perlman 
et al. (1953) have shown, methylpentynol does not accumu- 
late in the human body, so the paradoxical situation of toxic 
reactions developing with therapeutic doses of the drug is 
probably attributable to unusual sensitivity. In view of this, 
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and as methylpentynol is an important sedative (Sears, 1956), 
factors contributing to susceptibility are now being 
examined, 


Summary 


Fight case histories of methylpentynol intoxication 
are described, presenting with pupillary abnormalities, 
nystagmus, diplopia, ptosis, loss of facial muscle tone, 
dysarthria, tremor of the protruded tongue, and cere- 
bellar ataxy in the limbs or admixtures of this with 
posterior column ataxia. Muscular tone, although 
occasionally augmented, was usually diminished. Plantar 
reflexes were flexor and sensation remained unaffected. 

Mood change, particularly depression, dominated the 
accompanying mental state. Orientation was preserved 
even in a setting of impaired attention and concentra- 
tion. Nominal dysphasia, paraphasia, distortion of sub- 
jective time experience and body image were noted. 
Illusions or possible hallucinations were common, as was 
impairment of memory for the toxic episode. With- 
drawal features were seen in one instance. 

Side-effects in a further 30 individuals were confined 
to minor alterations in the mental state. 

Ihe resemblance to barbiturate or alcoholic intoxica- 
tions is emphasized, as is the small dosage and brief 
duration of therapy which precipitated toxic reactions. 
This was particularly valid for the patients with psychi- 
atric disorders. 


We thank Drs. C. P. Blacker, A. D. Leigh, and E. Stengel, of 
the Maudsley Hospital, Mr. D. R. Kilgour, of the Southampton 
General Hospital, and Dr. G. Hirst, general practitioner, Thornton 
Heath, for their kind permission to publish these cases. 
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TROPICAL PULMONARY EOSINOPHILIA 


BY 


ROSEMARY DAVIES, M.D., M.R.C.P.Ed., D.C.H. 
Assistant Chest Physician, South Warwickshire Hospitals 
Group 


Although tropical pulmonary eosinophilia is common in 
certain parts of the world few cases have been reported 
in this country. Since, however, it appears to be a 
disease in which relapse is not infrequent, and as a 
steadily increasing number of Indians are coming here 
to seek employment, it is likely that cases will be 
encountered more frequently. 


Case Report 


A Hindu aged 31 came to England for the first time in 
February, 1955. He had spent his childhood in the Punjab 
and then lived in Calcutta. Shortly after his arrival here he 
caught a cold and developed a troublesome cough; the 
coryza disappeared after a week or two, but the cough per- 
sisted and became particularly disturbing at night; it was 
usually non-productive, but occasionally he had a little 
viscid sputum. Apart from his cough he felt well and his 
general health remained good. He first sought medical 
advice in October, 1955. No abnormality was found on 
clinical examination at that time, but an x-ray film of the 
chest showed a diffuse mottling throughout both lung fields. 
The opacities were rather coarser than those of miliary tuber- 
culosis ; both lungs were equally affected, and the middle 
and lower zones were involved more than the apices. 
Repeated sputum examinations were negative for tubercle 
bacilli, he was apyrexial, and his sedimentation rate was 
normal. The total white cells numbered 21,100 per c.mm. 
(polymorphs 23%, lymphocytes 13%, monocytes 2%, eosino- 
phils 62%). 

On admission to hospital he first denied any previous ill- 
nesses, but subsequently said that he had suffered from 
“eosinophilic lung” in the past and gave the following 
history. In November, 1951, he developed what he thought 
to be an ordinary upper respiratory infection ; however, it 
persisted, and he soon developed a cough which was dry 
initially but later productive of a little viscid sputum. After 
a few weeks he noticed he was having attacks of dyspnoea 
and wheeziness at night. When he had had symptoms for 
about three months he asked his doctor if he could have a 
blood count, since his symptoms were so similar to those of 
a friend who had recently been diagnosed as having tropical 
eosinophilia. His blood count showed an eosinophilia and 
he was given five injections of arsenic. He rapidly improved 
after the first injection and was symptom-free by the end of 
the course. Thereafter he was well until September, 1953, 
when he developed a pyrexial illness which lasted a few days 
and left him with a cough and nocturnal wheeziness. At 
this time a chest radiograph showed “ numerous small opaque 
shadows along the increased bronchial markings, suggesting 
an eosinophilic lung condition.” He was again given five 
arsenic injections, and subsequently remained well until 
shortly after his arrival in this country some 16 months later. 

After his admission to hospital in October, 1955, repeated 
blood counts showed a persistent leucocytosis with a high 
eosinophilia. He had scanty sputum, which contained 
eosinophil cells on several occasions, and fat globules were 
present in every specimen examined. Several 24-hour speci- 
mens of sputum were examined for mites, but none were 
found. In view of the paucity of his sputum, bronchoscopy 
was performed and a trap specimen of bronchial secretions 
was obtained and examined for mites, but with negative 
results. Gastric aspiration was attempted on_ several 
occasions, since it was thought that mites might be swallowed 
and therefore be obtainable in the fasting gastric juice, but 
the patient steadfastly refused to swallow a Ryle tube and 
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the attempts had to be abandoned. Repeated stool examina- 
tions were negative for parasitic ova and cysts, and the 
blood Wassermann and Kahn reactions were negative. 

It was concluded that he was suffering from a relapse of 
his tropical pulmonary eosinophilia, and treatment with oral 
arsenic was begun on November 25. He received 0.26 g. of 
acetarsol twice daily for four days, followed by two days’ 
rest and then. a further 0.26 g. of acetarsol twice daily for 
six days. For a few days after the course of arsenic his 
cough was rather worse than formerly, but it then started to 
improve and had completely disappeared about three weeks 
later. He was discharged from hospital in December and 
has remained well since. Serial chest radiographs showed 
progressive clearing of the lesions, and in February, 1956, his 
chest x-ray film appeared normal. His blood count slowly 
returned to normal (see Table). 


| Total Eosinophils 
Date | W.B.C. | — ——— 
per c.mm | % No. per ¢.mm. 
311055 | 21,100 2 13,000 
21/1155 17,900 61 | 10,919 
25 11/55 17,000 | 72 | 12,240 
251155 | Acetarsol commenced | 
28 11/55 19,000 68 | 12,920 
$/12/55 | 22,500 | 60 13,500 
612/55 | Acetarsol discontinued 
81255 | 18, l 74 13,616 
15.12'55 12,600 48 6,048 
10156 | 5,600 7 392 
82 56 9,100 3 273 
Discussion 


Historical.—Tropical pulmonary eosinophilia is a well- 
recognized disease. Although commonly known as Wein- 
garten’s syndrome the first description of the disease was 
given by Frimodt-Mdller and Barton (1940). 

Aetiology.—Carter, Wedd, and D’Abrera (1944) suggested 
that tropical pulmonary eosinophilia is due to pulmonary 
infestation with various species of mites. This theory has 
received considerable support (Soysa and Jayawardena, 1945 ; 
Carter and D’Abrera, 1946a, 1946b), but it has not been 
universally accepted (Ball, 1950). An allergic basis has been 
suggested (Chakravarty and Roy, 1943; Lal, 1945), but the 
eosinophilia is much higher than is commonly met with in 
allergic diseases and there is usually no personal or family 
history of other allergic manifestations. 

Geographical, Racial, and Seasonal Incidence-——The 
disease occurs mainly in India and Ceylon, but cases have 
been reported from other Asian countries, Africa, South 
America, and the West Indies (Parsons-Smith, 1944 ; Wilson, 
1945 ; Stephan, 1946 ; Soysa, 1949). A pulmonary condition 
associated with eosinophilia is common in Samoa (Thomp- 
son, 1950). Cases occurring in this country have been 
reported by Apley and Grant (1944), Hunter (1946), and 
Hall (1946); most of their patients had been overseas, but in 
one of Hall’s cases the disease appears to have originated 
in this country. All races are susceptible to the disease, the 
different racial incidence being accounted for on a geograph- 
ical basis. The symptoms may start during a period of wet 
weather, or if symptoms are already present they may be 
aggravated if the humidity of the atmosphere increases (Ball, 
1950). 

Age, Sex, Family, and Occupational Incidence.—The 
disease occurs in all ages and in both sexes. It is much 
commoner in men than in women, probably owing to occupa- 
tional factors. There is no familial predisposition to the 
disease (Weingarten, 1943). Although in many cases the 
patient’s occupation has no bearing on the development of 
the disease, it has been noted that many of these worked in 
dusty atmospheres and among food, and the mites usually 
recovered from the sputum are of species which are 
commonly present in stored products (Carter ef al., 1944; 
Soysa and Jayawardena, 1945). 

Symptomatology.—Characteristically the illness starts with 
lassitude, slight fever, and coryza. After a week or two a 


cough develops (typically worse at night), and there is 
usually a little viscid sputum. The patient gradually 
becomes wheezy, and attacks of nocturnal asthma develop 
after the illness has lasted for several months; physical 
examination may be negative, but there are usually signs of 
bronchitis. 

Blood Changes.—-A massive eosinophilia in the peripheral 
blood is a constant finding. The degree of eosinophilia 
varies from case to case, and from time to time in any one 
case ; it is not proportional to the severity of the symptoms, 
and may be found before the clinical features and x-ray 
changes have fully developed; it may persist while the 
symptoms are in natural remission (Soysa, 1952) and is 
commonly the last feature of the disease to disappear 
(Menon, 1945). The erythrocyte sedimentation rate is some- 
times raised. A positive Wassermann reaction is a frequent 
finding (Menon, 1945 ; D’Abrera and Stork, 1946), but this is 
usually associated with a negative Kahn test. A high titre 
of cold agglutinins is found in some cases (Ball, 1950). 

Radiological Changes.—Typically, a _ diffuse miliary 
mottling is seen in both lungs ; the miliary nodules are never 
confluent and are often most numerous in the perihilar 
regions ; the lower zones are usually more affected than the 
apices. These appearances are present in only about 50% 
of cases (Soysa, 1949 ; Ball, 1950). In other cases there may 
be no radiological changes, or only some increase in the 
bronchial markings. 

Differential Diagnosis.—In allergic asthma there may be a 
slight eosinophilia, but it is never as high as that which 
occurs in tropical pulmonary eosinophilia. It must be 
remembered that nocturnal asthma may be a symptom of 
tropical pulmonary eosinophilia. Loeffler’s syndrome is 
probably an allergic phenomenon in which transient pul- 
monary infiltrations and a slight or moderate eosinophilia 
are associated with little in the way of constitutional 
disturbance. Infestations with helminths may be associated 
with asthmatic attacks and a slight eosinophilia. In these 
cases Ova are recovered from the stools and the condition 
responds to the appropriate anthelmintic treatment. The 
radiographic appearances may be confused with those 
of miliary tuberculosis, pneumoconiosis, sarcoidosis, and 
chronic pulmonary changes due to long-standing heart 
disease. Sarcoidosis is the only one of these diseases in 
which an eosinophilia may occur, and, if present, it is 
usually only of slight degree. There is an uncommon con- 
dition of pulmonary eosinophilia with asthma which occurs 
mainly in women and is often associated with polyarthritis 
(Crofton et al., 1952). Its cause is unknown. Abnormali- 
ties are sometimes seen in the chest x-ray film in poly- 
arteritis nodosa, and a blood eosinophilia may occur in this 
condition. Eosinophilic leukaemia is the only disease where 
the eosinophilia in the peripheral blood may exceed that 
which may occur in tropical pulmonary eosinophilia (Wein- 
garten, 1943). As the other features of the two diseases are 
distinctive, difficulty in diagnosis should not arise. 

Prognosis and Treatment.—Tropical pulmonary eosino- 
philia is a benign condition, but if untreated it may run 
a prolonged course (Lal, 1945). It invariably responds 
promptly to treatment with arsenic, either by mouth or by 
injection. A temporary exacerbation of the symptoms and of 
the eosinophilia may occur shortly after treatment is started, 
but there is a rapid improvement with the continuation of 
treatment. Treu (1950) estimates the relapse rate at 20%, 
but a case that has relapsed responds to arsenic as well as 
one that has not previously been treated. 


Summary 
A case of tropical pulmonary eosinophilia is described. 
The patient, a Hindu, first had symptoms in 1951 and 
subsequently had two relapses—in 1953, and again 
shortly after coming to England in 1955. The clini- 
cal course of his illness in 1955 is described, together 
with the radiological and haematological changes at that 
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time. Repeated examinations of his sputum failed to 
reveal any mites. He responded well to arsenic 

The literature on the disease is briefly reviewed and 
the various aetiological theories are discussed. Tropi- 
cal pulmonary eosinophilia is widely considered to be 
due to pulmonary infestation with various species of 
mites, but this cause has not been universally accepted. 
Although the disease occurs mainly in India and Ceylon, 
cases have been reported from many other countries. 
Relapse is common, and may occur after the patient 
has moved from a tropical to a temperate climate. 


My thanks are due to Dr. A. P. Prior for carrying out the 
pathological investigations. 
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Medical Memorandum 


Bilateral Thrombosis of the Renal Artery 


Spontaneous thrombosis of both renal arteries is extremely 
rare, and I can trace only two recorded cases. Below is a 
report of a third case. 


Case REPORT 


A man aged 63 was admitted to hospital with a diagnosis 
of anuria of unknown aetiology. His only complaints were 
that he had not passed urine for 33 hours, and that he had 
had slight pain in his loins for 36 hours. He had had angina 
pectoris for five years, and both the right and the left leg 
had been amputated for senile gangrene 16 and 6 months 
previously respectively. He had made uneventful recoveries 
from these operations, had two artificial legs, and enjoyed 
fair health up to the time of the present illness. He 
developed pain in the left loin 36 hours before admission, 
and developed pain in his right loin shortly after. The 
pain was never severe, and, although still present on admis- 
sion, it had eased to but a slight ache. He had never felt 
ill, vomited, or been nauseated. There was never any 
abdominal pain. He had passed urine normally 33 hours 
before admission, but since then had been able to pass only 
a “ teaspoonful of cloudy, muddy” urine. 

On examination he was a fairly healthy-looking, well- 
nourished man, with an appearance no older than his age. 
Both legs had been amputated above the knee and the stumps 
were healthy. His temperature was 101.2° F. (38.4° C.) and 
pulse 110. The tongue was slightly coated, but moist, and 
the breath clean. Examination of the abdomen revealed no 
abnormality. There was a little tenderness in the right renal 
angle, but none in the left. Rectal examination revealed a 
slightly enlarged smooth prostate but no tenderness. His 
pulse was regular, with a palpable radial artery. The B.P. 
was 170/105. The apex beat was displaced to the left, but 
no abnormality was noted on auscultation of the heart. The 
lungs appeared to be clear. A straight x-ray film of the renal 
tract showed no radio-opaque calculi. On catheterization no 
urine could be obtained. 


A provisional diagnosis of anuria due to an acute pyelo- 
nephritis was made, and intramuscular streptomycin therapy 
was begun along with an intravenous drip of sodium sulphate 
solution. There was no change in the patient’s condition 
whatsoever until he suddenly collapsed six hours after 
admission and died within a few minutes. 

At necropsy, examination of the abdominal aorta revealed 
that just above the origin of the renal arteries the lumen 
was occluded by an ante-mortem thrombus which was 
attached to the wall and extended down to the iliac 
bifurcation. It also extended about 0.5 cm. into each of the 
renal arteries and into the root of the inferior mesenteric 
artery. The thoracic aorta showed many atheromatous 
plaques. The coronary arteries were greatly narrowed by 
atheroma and only just patent. Both kidneys showed some 
scars from previous small infarcts, and the whole substance 
of both of them was rather plum-coloured, with loss of 
normal definition, and appeared to be in the early stages of 
necrosis. The other viscera showed no significant pathology 
save that the lungs were the site of an early broncho- 
pneumonia. 


COMMENT 


An appreciable number of cases have been recorded 
(McKenna, 1928) of bilateral thrombosis of the renal artery 
occurring secondary to multiple embolism, but a spontaneous 
thrombosis of both renal arteries due to atherosclerosis is 
extremely rare. The first of the two recorded cases was 
reported by Halperin (1908). A man of 44 presented with a 
similar history to the case reported above, but the pain was 
severe and was associated with vomiting and headache. The 
pain did, however, in this case also gradually subside. The 
patient survived six days with an almost complete anuria. 
Necropsy revealed thrombosis identical to that of my case. 
It is noteworthy that this case also had had a leg amputated 
18 months previous to his renal thrombosis. The other 
case was reported by Oudenal and Hulst (1925), A woman 
of 67 was seen complaining of anuria of two days’ duration. 
She never at any time complained of pain. She was reported 
as being alert and showing no signs of uraemia, comparing 
with the identical circumstance of my case. Further, her 
temperature was similarly somewhat elevated, and a diag- 
nosis of urinary sepsis was made. She eventually passed into 
uraemia and died six days later, after an operation to 
decapsulate the left kidney. Necropsy findings were as in 
the other two cases. 

None of these three cases was diagnosed clinically, but 
this is probably because renal artery thrombosis is a diagnosis 
the clinician seldom considers. Wolffe (1943) maintains that 
thrombosis of a single renal artery is quite a common 
condition, and urges that it is one that should be far more 
often diagnosed and treated. The three cases described, 
however, suggest that the clinical picture can be very 
variable, systemic upset and the onset of uraemic symptoms 
being inconstant. Goodyear and Beard (1947) admit the very 
variable and inconstant findings in unilateral renal artery 
thrombosis, but assert that severe pain is one consistent 
feature. This is quite contrary to the findings in two of the 
three bilateral cases described. 

The diagnosis in bilateral thrombosis might be regarded 
as of only academic interest anyway. But with the great 
advances being made in the techniques of arterial grafting, 
especially in the use of synthetic cloth prostheses, operative 
treatment of such cases, if diagnosed early, might now be 
within the bounds of possibility. 


I am grateful to Mr. J. I. C. Mason for permission to publish 
this case report. 


D. G. CHambers, M.B., Ch.B., 
Lately Surgical Registrar, Hull * A Group Hospitals 


REFERENCES 


Goodyear, W. E.. and Beard. D. E. (1947). New Engl. J. Med., 237, 355. 
Halperin, G. (1908). Arch. intern. Med., 1, 320. 

McKenna, C. M. (1928). J. Urol., 19, 411. 

Oudenal, F. L., and Hulst, J. P. L. (1925). Ned. T. Geneesk.. @ii, 41 
Wolffe, J. B. (1943). Urol. cutan. Rev., 47, 276. 


Tyec 19056 


4 
| 


| * 
Dec. 22, 1956 BRITISH MEDICAL JOURNAI ADVERTISEMENT 


It may be simple enough to prescribe an effective reducing diet but how easy 
it is for the patient to break his dietary intentions. Revicars REducing 
Vitamin CAPsules help the patient to keep to the prescribed diet. They 
contain d-amphetamine to suppress appetite and elevate mood, bulk-produc- 
ing methylcellulose to allay hunger and also a full complement of essential 
vitamins and minerals to offset the very risk of nutritional deficiency that 


many reducing diets entail. 


REVICAPS 


Reducing Vitamin Capsules 


help the patient to keep to the prescribed dict 
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“You've got to give them something to rub on, old boy 


: | often wonder if it isn't just the massage that relieves the pain 
“There’s been some work published on that,” comparing the effects 
of medicated creams with an inert control cream 
Z in soft tissue rheumatism.” 
$ “Never saw the papers—but | bet the inert cream came out of it pretty well 
“Not so well as you might think—and surprisingly enough, 
of al! the so-called active principles tried, 
a salicylate gave the best results.” 
“Counter-irritant, eh? 
“No—a new salicylate, diethylamine salicylate, 
capable of free skin penetration and not irritating at all.” 
s 


“That's a new idea, isn't it? Local salicylate therapy. | always start patients off on salicylates by mouth 
for rheumatic pain. Useful to be able to put it through the skin at the site of the pain 


What's this stuff called? 


Algesal 
non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers 


£.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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Reviews 


REFRESHER COURSE 

Refresher Course for General Practitioners. Specially Com- 

missioned Articles from the British Medical Journal. Third 

Collection, April, 1952, to September, 1953. (Pp. 548+xvii; 

illustrated. 25s.) London: British Medical Association 

1956. 

This is the third collection of Refresher Course articles for 
general practitioners. The articles appeared in this Journal 
in 1952 and 1953, and have been revised by their authors. 
The editor is to be congratulated on his selection of subjects. 
They cover a wide range. There are chapters on antenatal 
care by Professor Nixon and on death certification by Dr. 
Logan, ranging literally from conception to the grave. All 
the subjects are of importance to general practitioners, and 
each has been written by an expert. It must be unique in 
medical literature for so many experts to be gathered within 
the covers of three comparatively slim volumes, all dealing 
with general practice. One of the objects of such a course 
is to refresh the general practitioner's mind on the diag- 
nosis and treatment of emergencies. Articles by Dr. Wallace 
on resuscitation after drowning and by Professor Glaister 
on the treatment of accidental poisoning will remind him 
of the advantage of the Holger Nielsen method of artificial 
respiration and of the importance of keeping an emergency 
bag for the treatment of poisoning. 

Medicine and medical treatment are changing daily, so 
that a particular method of treatment may be out of date 
by the time it appears in print, but the ideas which lead to 
the changes are often less impermanent. For instance, it 
has long been known that shock and sepsis are the chief 
causes of death in burns, and that whole-skin burns take a 
long time to heal and cause serious scarring. The virtue 
of the chapter on the treatment of burns by Dr. Bull and 
Mr. Jackson of the Medical Research Council burns unit 
of the Birmingham Accident Hospital lies not so much in 
the particular antibiotics used but in the lesson that infec- 
tion of burns can be prevented, that shock can be treated 
by transfusion, and that whole-skin burns can now be 
grafted at once. This is also an example of the increasing 
responsibilities of the general practitioner to-day, for he 
must decide whether a burn on the finger has caused full 
thickness or partial thickness skin loss. A wrong decision 
may cause permanent crippling in his patient. The general 
practitioner will find another aspect of the widening scope 
of his responsibilities in an excellent article by Sir Harold 
Whittingham on the medical aspects of air travel. Then, 
of course, there is cancer. Surgeons expect general prac- 
titioners to diagnose cancer just after, if not before, it 
occurs. Two surgeons—Mr. Malcolm Donaldson, who 
writes on irregular vaginal bleeding, and Mr. Atkins, on 
carcinoma of the breast—question the validity of recent 
statistics which appear to disprove the value of surgical 
removal of cancer. However that may be, it seems certain 
that statistics based on the survival rate after operation have 
little or no importance. Whether he agrees or disagrees 
with modern ideas, it is important for the general prac- 
titioner to know what his consultant and specialist col- 
leagues are thinking and doing even when their thoughts 
are faintly patronizing. Professor Nixon must surely know 
that many general practitioners were regularly getting chest 
radiographs of all their expectant mothers well before 1947, 
and that they are more in sympathy with his ideas on the 
emotional aspects of pregnancy and labour than are many 
of his consultant colleagues. 

This volume contains a classified list of the articles in all 
three volumes. Classification of such diverse subjects is 
difficult, but it is not easy to understand why Dr. L. B. 
Cole’s thoughtful and helpful article on prevention and 
treatment of tetanus should be listed under general surgery 
and under tropical medicine. Perhaps in future editions it 
might be possible to have an alphabetical list of authors 
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with their contributions. When all is said, it remains true 
that this is a remarkable collection of opinions on modern 
medicine which will be invaluable to the general prac- 
titioner. 

C. W. WALKER. 


DEVELOPMENT OF THE CHILD 


Discussions on Child Devejopment. Edited by J. M. Tanner, 
M.D., Ph.D., D.P.M., and Barbel Inhelder. Volume I—Pro- 
ceedings of the First Meeting of the W.H.O. Study Group on 
the Psychobiological Development of the Child, Geneva, 
1953. (Pp. 240. 25s.) London: Tavistock Publications Ltd. 
1955. 


This is an account of the papers and discussions of a 
Research Study Group on the Biological, Psychological, and 
Cultural Aspects of Human Behaviour and Development, 
under the auspices of the World Health Organization. It 
is the first volume, and a second volume is being prepared. 
Among the participants in the meeting were such experts 
as Bowlby, Fremont-Smith, Inhelder, Lorenz, Margaret 
Mead, Piaget, Tanner, and Grey Walter. The subjects dis- 
cussed included the physical, physiological, and psycho- 
logical aspects of child development, comparative behaviour- 
ology, the behaviour of anencephalic monsters, and electro- 
encephalography. Piaget's criteria of the stages of mental 
development and Wallon’s description of motor develop- 
ment are discussed in detail. Each chapter is opened by 
a short paper, which is followed by many pages of dis- 
cussion. The papers and discussions are full of interest 
for those who are concerned with the development of nor- 
mal children and who have made psychology a special 
study. The book is not one to which a practising paedia- 
trician would refer for help with individual problems, but 
he would find it of interest for its theoretical explanations 
of child development. 

Drs. Tanner and Inhelder are to be congratulated on 
making this valuable book so readable and for providing 
us with such important material which otherwise would 
not be readily available, because of language difficulties. 

One looks forward to reading Volume II. 

R. S. ILLINGWORTH. 


PAEDIATRIC ALLERGY 


By Jerome Glaser, M.D. (Pp. 529 
+xxii; illustrated. 90s.) Springfield, Illinoiss Charles C. 
Thomas. Oxford: Blackwell Scientific Publications. 1956. 

This book represents the amplification of a series of lectures 

given by the author to paediatric house-staff and medical 

students as a course in paediatric allergy, established at the 

University of Rochester School of Medicine and Dentistry 

since 1931. A wide range of problems is covered and the 

book is reasonably balanced. Almost 100 pages are given to 
bronchial asthma and just over 100 to the allergic dermatoses 
and allergy to drugs and vaccines, nearly 50 being devoted 
to atopic dermatitis. Gastro-intestinal allergy is discussed 
in 35 pages; the history, examination, and skin-testing in 

25 pages; and pollinosis in 18. Other subjects include 

allergy in early life, the incidence and progression of allergic 

syndromes in children, psychosomatic aspects of allergic 
diseases in infancy and childhood, allergy to insect bites 
and stings, and the prophylaxis of allergic diseases. The 

chapters are conveniently short, and each is followed by a 

well-chosen bibliography. The sections describing the differ- 

ential diagnosis and management of bronchial asthma and 
the allergic dermatoses are well done and will interest all 
who have these problems to deal with. 

The most difficult section of the book to assess is that 
dealing with the role of foods as allergens. Dr. Glaser has 
himself devoted much time to this subject and is an advocate 
of the importance of foods as allergens : opinion on this, 
however, is far from unanimous, and it is doubtful whether 
many in this country would agree with all that he says. 
With this reservation, the book can be recommended as 
giving much practical advice on the diagnosis and manage- 
ment of allergic conditions in childhood. 

D. A. WILLIAMS. 
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RESPIRATORY TRACT VIRUSES 
Respiratory disease continues to be a major cause of 
morbidity. Recent investigations in the United States’ 
have emphasized that so far as the family is con- 
accounts for 


cerned “common respiratory disease’ 
the greater part of respiratory illness, particularly 
among the younger members of the family. Acute 
respiratory infections of this are apt to be 
attributed to viruses, particularly if no immediate 
response to antibiotics is forthcoming, and thoughts 
turn towards immunization as a method of control. 
But before this can be attempted the disease to be 
prevented must be clearly defined and the agent 


sort 


responsible isolated in the laboratory, as has been 
done for influenza. Virus infections of the respiratory 
tract are a mixed bunch, and, though progress has 
been made in distinguishing them clinically and 
epidemiologically, work in the laboratory, on which 
the ultimate depends, has 
usually been hampered by inability to transmit the 


aetiological diagnosis 
causative agents to laboratory animals. 

As influenza came to be more clearly defined, so 
did the existence of acute undifferentiated respiratory 
disease or febrile catarrh become more noticeable.’ 
In 1947, at a time when all attempts at animal trans- 
mission were unsuccessful, the U.S. Commission on 
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Acute Respiratory Disease was able to transmit 
“acute respiratory disease ” to human volunteers by 
instillation of sterile filtrates from acute cases.* And 
it appeared from their studies that both the original 
and induced disease were immunologically distinct 
from the severe common cold and primary atypical 
pneumonia.* With the introduction of tissue culture 
into virus research there seemed little doubt that new 
viruses would be recovered from the respiratory tract, 
and so it has proved to be. The first group of 
interest are the A.P.C. viruses,’ or adenovirus as 
they are now called.* In 1953 W. P. Rowe and his 
associates described a virus, the adenoid-degenerating 
agent, which produced spontaneous degeneration of 
human tonsils growing in tissue culture,” and within 
a short time other workers had recovered similar 
agents in a variety of acute respiratory illnesses.* 
Despite their different names these viruses are closely 
related and have a number of common properties 
which serve to identify them. They grow well in 
tissue culture, particularly of human origin, and 
produce characteristic cytological changes visible 
under the microscope. They are non-pathogenic for 
laboratory animals, and, though they share a common 
soluble antigen, many immunological types exist. 
Serological evidence indicates that infection is wide- 
spread and acquired initially at an early age. Studies 
in Washington, D.C., showed that 50° of infants from 
6 months to | year had antibody to at least one type, 
and by the age of 15 antibody to several types was 
present. As to the part these viruses play in human 
disease, more information is needed before their exact 
role can be defined. Nevertheless, certain alignments 
of immunological types have been noted. For instance, 
types | and 2 have been found or unmasked more 
frequently than other types from human tonsils and 
adenoids.* Type 3 has been found in association with 
cases of acute pharyngitis and pharyngo-conjunctival 
fever,” and a type 8 virus from cases of epidemic 
kerato-conjunctivitis.’* But the most clear-cut associa- 
tion appears to be between types 4 and 7, and to a less 
extent type 3, with outbreaks of acute respiratory 
disease seen in Service recruits.'' In confirmation of 
this comes a report from J. H. Dingle and others'’ 
that sera taken from volunteers, and since stored, dur- 
ing the 1947 investigation into acute respiratory disease 
showed a rise in antibody titre to type 4 adenovirus, 
whereas cases of severe common cold and atypical 
pneumonia showed no such rise. 

As to preventive measures, the role of adenoviruses 
in acute respiratory disease of Service recruits seems 
sufficiently well established for immunization to be 
tried, and a start has already been made in the United 
States. R. J. Huebner and others showed that an 
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inactivated monovalent vaccine (type 3) produced a 
degree of protection in volunteers to inoculation of 
live virus swabbed on to the palpebral conjunctiva." 
M. R. Hilleman and others selected types 4 and 7 
adenoviruses for a similar type of vaccine prepared in 
monkey-kidney tissue culture.'* One dose of vaccine 
given before the onset of acute respiratory illness 
conferred a remarkable degree of protection. The 
incidence of illness in 311 vaccinated recruits was 
4.8%, and 23.8% in a control group of 313 recruits. 
Furthermore, the degree and rapidity with which 
protection was afforded with one dose of vaccine 
suggested that vaccination produced a recall type of 
response in individuals with at least some previous 
immunity. J. A..Bell and others gave a similar type 
of vaccine incorporating types 3, 4, and 7, and were 
also able to record protection in a trial in U.S. naval 
recruits. ' 

With mounting evidence that the adenoviruses were 
associated with various respiratory illnesses, it seemed 
possible they migiit be concerned in the aetiology of 
the common cold. There is no evidence yet that this 
Earlier reports by C. H. Andrewes and his 
colleagues'* were hopeful that the virus could be 
grown in tissue culture of human embryonic lung, but 
identification of the virus is extremely difficult because 
no cytological changes are produced, as with the 
adenoviruses, and human volunteers are still required 
to test material for virus infectivity. There are many 
difficulties in interpreting the findings. Only some of 
the induced colds “take”; resistance from natural 
causes and acquired immunity have to be considered 
and are hard to define. Virus propagated in this way 
may also become so attenuated as to be non-patho- 
genic to its human host. Finally, it is clear that 
there are many causes of the non-febrile cold. A. B. 
Fuchs'’ draws attention to the importance of allergic 
rhinitis as the cause of symptoms in many Cases in- 
distinguishable from the common cold. In a recent 
investigation, in which live adenovirus was given to 
volunteers by nasal instillation, J. A. Bell and others'* 
found that a number of colds developed both in those 
receiving live virus and in those receiving virus-free 
maintenance fluid. All this work goes to emphasize 
the need for a method of handling the common cold 
virus Or viruses in the laboratory. 

Though the original RI-67 strain of virus, now 
known as adenovirus type 4, was recovered from a 
case of primary atypical pneumonia, there is no 
evidence that these viruses are the causative agents of 
primary atypical pneumonia in which increased cold 
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agglutinins are commonly encountered. A number of 
viruses from this disease have been described, but 
interest has mainly centred on one described by 


M. D. Eaton and his colleagues.'* Serial transmission 
and recognition of this agent was difficult because of 
its low pathogenicity for the cotton-rats and chick- 
embryos infected with it. By means of the fluorescent 
antibody technique, virus antigen has been demon- 
strated in fertile eggs infeeted with this virus 
recovered from cases of atypical pneumonia.*” More 
recently, reports from the children’s hospitals in 
Toronto and Cincinnati suggest that viruses may also 
have been isolated from cases of laryngo-tracheo- 
bronchitis*' and from infantile croup.** There seems 
little doubt that tissue-culture methods are going to 
provide the means for further study of respiratory- 
tract viruses and perhaps a step towards their 
ultimate prevention. 


SPEECH PROBLEMS IN CHILDREN 


Speech problems are common in children, but rela- 
tively few papers are written about them—perhaps 
because they are so difficult to write about. Out- 
standing recent papers were that of Professor D. 
Court and his associates' and the review by J. Eisen- 
son® of the psychological factors in speech disorders. 
Elsewhere in this issue of the Journal (p. 1455) Dr. 
C. H. M. Walker and Miss P. R. Languth describe 
their study of 52 children at the Hospital for Sick 
Children, Great Ormond Street, in whom speech was 
delayed or arrested for reasons unassociated with 
deafness or cerebral palsy. Much support will be 
found for their principal conclusions, though not all 
will agree that cases of delayed onset of speech, arrest 
of speech development, and dyslalia can be grouped 
together. Neither has it been clearly established 
that there is a close connexion between the amount 
of vocalization in infancy (termed by the writers 
babbling 
ing it—with subsequent speech development in a child 
with normal hearing. An interesting part of their 
paper is devoted to psychological factors associated 
with speech disorders: they found that in 33 of the 
children there were faults in the environment which 
could have been operative in causing delay or arrest 
in speech development. Elsewhere they say, “ The 
large proportion (80%) suffer from arrested develop- 
ment, probably the result of non-specific psychologi- 
cal factors, operating between the age of | and 2 years.” 
This is a difficult point to prove. It is fashionable 
to say that some children are late in learning to 


even if there were a means of estimat- 
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speak because they are jealous of the new baby, or 
because their parents do not talk to them enough, or 
because they (or the siblings) do everything for them 
so that they do not have to bother to speak. There 
may be no more than a grain of truth in these ideas. 
Certainly severe emotional deprivation may retard 
speech—-particularly if the child is so badly treated 
that he hardly ever hears anyone talk—but that must 
be very rare. There is no evidence for the popular 
belief that children do not talk because they are 
“lazy” and because everything is done for them. 
Many parents have been instructed to refuse to do 
things for their child unless he speaks properly, and 
as a result behaviour problems are precipitated, 
because the child’s lateness in speech was due not 
to the fact that he would not speak but to the fact that 
he could not—because his nervous system was not 
ready for it. Such advice is harmful. As for jealousy. 
all children are jealous, and it is indeed difficult to 
prove that lateness in speech is due to jealousy. Most 
children from homes which are badly mismanaged or 
having parents who are themselves emotionally dis- 
ordered speak normally, though one of the mysteries 
of psychological medicine is the way in which one 
child will react to insecurity by a tic or bed-wetting 
while others will react by any of a score or more of 
other behaviour problems. Some, therefore, might 
well react by delay in learning to speak, but this must 
be very rare. The matter is still a controversial one 
and awaiting the collection of evidence, though no 
one would doubt that stuttering is often related to 
insecurity. 

The commonest cause of lateness in the develop- 
ment of speech is mental retardation. Most mentally 
backward children are relatively more retarded in 
speech (and subsequently in reading) than in other 
fields of development. Hence the essential step in de- 
termining the cause of lateness in speech is an assess- 
ment of the child’s mental development, based on the 
history, the physical examination, and the interpreta- 
tion of the findings.* If the child is found to be up 
to the average in other respects, concentrates well on 
his toys, and shows a good interest in his surround- 
ings, mental backwardness need not be further con- 
sidered as a cause of his lateness in speech. It may 
be noted, in passing, that Einstein caused his parents 
grave concern because of his notable backwardness 
in speech at the age of 4. The next step in the diag- 
nosis is the elimination of deafness, partial or com- 
plete. Severe deafness may be suggested in infancy 
by the child’s general indifference to sound, by his 
lessened vocalization in play or otherwise, and by his 
screaming in his efforts to express pleasure or annoy- 
ance. He may show exaggerated alertness to gesture 


Britisu 


SPEECH PROBLEMS IN CHILDREN 


and movement. High-frequency deafness is more 
likely to cause indistinctness of speech, because of the 
omission of certain high-pitched sounds such as con- 
sonants, and particularly the “s” and “f,” which 
children do not hear in the speech of others. 
Expert examination is needed to detect this form of 
weakness. 

Most workers will agree with the finding of Walker 
and Languth that crossed laterality is of little im- 
portance in these children. Delay in the establish- 
ment of handedness is probably of equally little im- 
portance. Tongue-tie never causes delay in the acqui- 
sition of speech, and it is a very rare cause of indis- 
tinctness of speech, intelligent children learning to 
compensate for the slight mechanical difficulty. 

A related problem to that of retarded speech, but 
one of less importance, is the occurrence of a lull in 
the development of speech. A child begins to talk at 
the usual time and learns to say a few words, and then 
makes no apparent progress for a period of varying 
length, often five or six months. He then suddenly 
makes rapid progress, catching up to the average level 
in a very short time. These lulls in development have 
interested many workers, including Gesell. There is 
no evidence of a psychological cause for them, and 
they need not occasion anxiety. The child will be 
found to be progressing normally in other ways, and 
in particular in his understanding of words, so that 
he may understand the meaning of scores of words 
without being able to articulate more than five or six. 

All will agree with the emphasis placed by Walker 
and Languth on the importance of early treatment in 
dyslalia and stuttering, though no amount of speech 
therapy can make a child learn to talk until his ner- 
vous system is ready for it. It is useless, therefore, 
to refer a child to a speech therapist because he is 
a late talker. This does not apply to deafness: the 
sooner a deaf child is treated the better. Even at 
the age of 9 months he may be helped by the fitting 
of a hearing-aid. Speech therapy should begin at the 
age at which speech is normally learnt—certainly by 
the first birthday. If, on the other hand, the child is 
able to talk but his speech is indistinct and remains 
so, the speech therapist should certainly be asked to 
help, so long as the child is old enough and has the 
requisite intelligence. Many children go through a 
stage of lisping, substituting “th” for “s,” and in 
nearly all of them this cures itself without treatment. 
Many other children go through a stage of stuttering, 
particularly between the age of 3 and 4, but grow out 
of it provided that the parents show no anxiety about 
it and make no attempt to treat it. When a speech 
defect is persistent, however, it should be treated. It 
is likely that the longer the speech defect is estab- 
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lished the longer will be the time required for its 
correction. R. M. Chadsey* went further, writing, “ It 
is criminal negligence to wait for a child to grow out 
of a defect.” There is some difference of opinion 
about the age at which treatment should be instituted. 
This must depend in part on the child’s intelligence : 
at all events he should be treated for a persistent 
defect by the time of his fourth birthday, because 
it is sO important that he should speak normally 
when he starts school and so the harm 
resulting from being teased and ridiculed by other 
children. Some recommend that treatment, especially 
for stuttering, should begin somewhere between the 
child’s third and fourth birthday, but that would prob- 
ably mean treating many who would right themselves 


escape 


if left alone. 

A certain amount of dyslalia may be due to post- 
nasal obstruction by adenoids, leading to the substitu- 
tion of the letter “m” for “b”: this may be 
corrected by surgery. The speech defect may persist 
for a few weeks after the operation because of habit, 
but usually it cures itself quickly when the postnasal 
obstruction is removed. Malocclusion may also cause 
some dyslalia, and should be corrected by the ortho- 
dontist. A cleft palate does not delay the develop- 
ment of speech, except in so far as subnormal intelli- 
gence is more often found in these children than in 
others,’ but it does lead to dyslalia until treated by 
the plastic surgeon and speech therapist. 

In all cases of retarded speech or speech defects 
it is wise to relieve the parents’ anxiety and to stop 
them causing worry and insecurity in the child by 
their efforts to make him speak clearly and distinctly, 
or by teasing and ridiculing him. Perfectionism, over- 
protection, and excessive discipline should so far as 
possible be corrected. 


ANTIBIOTIC HAZARDS 


How dangerous are our antibiotics? A few years ago 
this question was hardly being asked. Now the litera- 
ture is full of reports of disasters or disorders following 
their use. But when we try to estimate how great these 
dangers are, surprisingly little is known. These and 
many other problems are discussed in a recent volume 
of nearly 1,000 pages containing some 250 papers and 
three panel discussions on the long-term and prophy- 
lactic use of antibiotics, penicillin V, and the true signifi- 
cance and real incidence of reactions following clinical 
use of antibiotics.' There are many ways in which anti- 
biotics may be dangerous—because of their direct 
toxicity, because they give rise to hypersensitivity 
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2 Andersen, A. H., ibid., p. 814. 
° British Medical Journal, 1956, 2, 867. 


SPEECH PROBLEMS IN CHILDREN 


British 
Mepicat Journal 


(allergy), because of the development of drug resistance 
in the patient's organisms, through use of the wrong or 
misuse of the right antibiotic, or through use of antag- 
onistic combinations. But many antibiotics are fairly 
specific not only in their action on micro-organisms but 
also in their harmful effects on patients, and it may be 
useful to outline some of the main dangers of the most 
important antibiotics. 

Penicillin is still perhaps the safest of them all, but 
cases of hypersensitivity ranging from skin rashes to 
anaphylactic death are being increasingly reported. A 
report of three deaths from penicillin in Denmark? 
draws attention to the need to avoid prescribing it for 
anyone Who is known to be sensitive to it. It is stated 
that penicillin V (phenoxymethyl penicillin), which is 
suitable for administration by mouth, is about eight 
times less toxic than penicillin G (benzyl penicillin) and 
much less likely to give rise to hypersensitivity. De- 
velopment of drug resistance is not a serious problem 
with penicillin except for staphylococcal infections. 
This is rapidly becoming one of the major problems of 
cross-infection, and was discussed in these columns 
recently.* 

The dangers of streptomycin therapy are rather diiler- 
ent. Hypersensitivity reactions may be serious, but the 
most dangerous sequels are the well-known damage to 
the eighth nerve following prolonged treatment and the 
rapid development of drug resistance which occurs with 
a wide variety of infections originally susceptible to it. 
This is particularly common in infections of the urinary 
tract and in tuberculosis, though combined chemo- 
therapy has greatly reduced its frequency. Of the so- 
called broad-spectrum antibiotics chloramphenicol has 
fallen into disrepute because of the presumed associa- 
tion between it and the development of blood dyscrasias. 
The cause of these has never been clearly established ; 
they may be a special form of hypersensitivity reaction, 
since cases seem to have occurred most commoniy in 
patients who have had the drug before rather than in 
those who have had long continuous treatment. But 
the pendulum has swung back somewhat. Certainly 
chloramphenicol is a valuable drug, remarkably free 
from toxicity in other ways and often indispensable not 
only in typhoid fever but in staphylococcal and other re- 
fractory infections. The most conspicuous danger of 
the tetracycline group of drugs (aureomycin, terramycin, 
achromycin) is their liability to cause gastro-intestinal 
disturbance. Usually this is troublesome rather than 
dangerous, but sometimes fulminating enteritis develops 
and the patient dies in circulatory collapse. Often in 
this condition the bowel is found to be heavily infected 
with Staphylococcus pyogenes resistant to terramycin. 
From the short history in the fulminating cases it seems 
clear that the patient must have been infected from 
some outside source with staphylococci which were 
already drug-resistant, and the problem of eliminating 
sources of such staphylococci is causing increasing 
anxiety to surgeons and others. 

The dangers of our modern chemotherapy are not 
confined to antibiotics. Synthetic drugs like the sulphon- 
amides are certainly not blameless—rashes, agranulo- 
cytosis, renal failure, drug resistance, are a few of their 
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more important complications. In the 
tuberculosis p-amino-salicylic acid and isoniazid, besides 
producing toxic effects, are readily made ineffectual by 
the development of drug resistance during treatment 
Some of the less commonly given antibiotics are so toxic 
that their use is warranted only in special circumstances 
for example, neomycin and cycloserine. As many lives 
may be lost by the indiscriminate use of antibiotics and 
other drugs as by failure to use them when they are 
urgently needed. But it is not easy to assess the risk when 
there are so many gaps in our knowledge. We need much 
more information about the frequency of dangerous re- 
actions to penicillin, of fulminating gastro-enteritis 
following the use of .tetracyclines, of blood dyscrasias 
following chloramphenicol, and of many other hazards 
of antibiotic therapy. No single individual can collect 
personally more than a fraction of the experience 
needed in this field ; that is why publications such as the 
Antibiotics Annual fill an urgent need. For only when 
he is given such information can the clinician hope to 
steer a sensible course between exuberance and timidity 
in his prescribing of antibiotics 


PUBLIC HEALTH IN 1955 


The general death rate in England and Wales has shown 
little change since the end of the second world war. 
After allowance is made for changes in the age and sex 
Structure of the population, it was 80% of the 1938 
rate in 1948 and 81% in 1955. But the Chief Medical 
Officer of the Ministry of Health is able to report that 
1955 “had many favourable features, which directly or 
indirectly contributed to the public health.” These 
included a sunny summer, plenty of food, and work for 
all.' The expectation of life at birth remained the same 
as in 1954—namely, 68 for boys and 73 for girls. For 
people aged 65, however, the expectation of life has 
hardly changed this century, being in 1955 12 for men 
and 15 for women, only a year or so more than before 
the first world war. This means that, while many more 
people are reaching old age, the psalmist’s three-score 
years and ten gave what is still a good estimate of the 
span of human life 

Man has been so strikingly successful in taming the 
jungle of disease in the last two decades that few sectors 
remain least to hold his own. Yet 


there are several where at any rate urban man seems to 


where he fails at 
be losing ground. The incidence of cancer of the lung 
continues to rise sharply, an increase that remains after 
allowance is made for changes in the population. It is 
known to be associated with air pollution and excessive 
cigarette smoking, and the Chief Medical Officer 
suggests, in a cautiously worded phrase, that “it would 
be a good thing if the two main suspects could receive 
increasing attention.” The connexion between lung 
cancer and these two agents is of a Statistical nature, 
sometimes lightly dismissed as being only statistical. But 
the connexion between a cholera outbreak in London 
a hundred years ago and the water delivered from Broad 
1 Report of the Ministry of Health for the Year Ended December 31, 1955. 
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Street pump was of much the same kind. John Snow 
noticed that the disease was rife among those citizens 
who took their water from the pump, rare among those 
who did not. It was thought advisable to remove the 
pump’s handle, if somewhat belatedly.* Though suffer- 
ing an attack of cholera depended on being infected by 
vibrios in the water, whereas to be attacked by cancer 
of the lung does not necessarily depend on being a 
smoker or living in a city, the line of reasoning which 
led to the pump being closed is one that the smoker 
might consider before dismissing it as only statistical. 
Prohibition of smoking in cinemas and public trans- 
port vehicles is a suggestion put forward by the Chief 
Medical Officer. 

Among the communicable diseases, food-potsoning 
and Sonne dysentery continue to make headway against 
all the sanitary and educational measures taken to 
prevent them. The Chief Medical Officer attributes the 
rising incidence of food-poisoning to “the increasing 
practice of communal feeding and the consumption of 
pre-cooked foods,” but it is odd that the exceedingly 
strenuous efforts made to improve the public health 
should be so ineffectual in stemming the advance of 


these microbes. Sonne dysentery, “ now the bane of day 


and residential nurseries,” causes much inconvenience and 
even suffering, yet “ efforts to curb its spread have so far 
been singularly ineffective.” Against these, one notable 
may be mentioned: deaths from whooping- 
cough, 88 in 1955, were less than a quarter of what they 
were only five years previously. The fatality of the 
disease is now mainly confined to the first vear of life, 
and 25%, of the deaths were concentrated on children 
under 3 months old. 


success 


STIFF-MAN SYNDROMES 
A curious condition of progressive, fluctuating muscu- 
lar rigidity and spasm has recently been described* 
by F. P. Moersch and H. W. Woltman, of the Mayo 
Clinic, as the “stiff-man”™ syndrome. They have 
observed 14 cases of this type during a 30-year period, 
10 in males and 4 in females. Usually the condition 
began in the fifth decade of life with muscular stiffness 
and rigidity, gradually increasing in severity and 
punctuated by intermittent painful These 
spasms could be precipitated by noise or by sudden 
movement; the rigidity and immobility so produced 
often caused the patient to fall. In 6 cases the muscles 
of the trunk were first affected, in 4 those of the neck 
and shoulders, and in 4 those of the limbs. Invariably the 
condition spread to involve other muscles, but always it 
affected proximal limb muscles more than the distal. 
Generally the rigidity gave rise to kyphosis or lordosis 
and to a characteristic awkward shambling gait with 
poverty of all voluntary movements. On examination 
the affected muscles were usually rigid and boardlike, 
though there was often some fluctuation in severity, 
while frequent spasms could be evoked by external 
stimuli or by unduly rapid movement by the patient. 
Although tendon reflexes were generally brisk, no other 


spasms. 


 Moersch, F. P., and Woltman, H. W., Proc. Mayo Clin., 1956, 31, 421 
* Wechsler, I. S., and Brock, S., Arch. Neurol. Psychiat. (Chicago), 1922, 8, 538. 
§ Herz, E., ibid., 1944, 51, 305, 319 
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neurological signs could be demonstrated. Numerous 
biochemical studies, examination of cerebrospinal fluid, 
and myelography in some cases gave no consistently 
abnormal findings, but 4 patients were found to secrete 
reducing substances in the urine though levels of blood 
sugar were normal. Electromyographic recording from 
rigid muscles in 5 cases gave a normal pattern of voli- 
tional activity, and 2 patients were subjected to muscle 
biopsy with negative results. Eleven cases were followed 
up for periods of from two to fifteen years, and during 
this time there was a steady increase in the severity and 
extent of the muscular rigidity. Treatment with bar- 
biturates, cortisone, and a variety of antispasmodic 
and relaxant drugs had no significant effect on the 
course of the disease or even on the predominant 
symptoms. 

Moersch and Woltman confess that they have no 
evidence on the nature of this curious disease. They 
point out that it shows certain resemblances to chronic 
tetanus, but that the almost invariable sparing of the jaw 
muscles as well as the duration and progressive nature 
of the disorder are sufficient to rule out this diagnosis. 
Because of the fluctuating course and the reducing sub- 
stances found in the urine of 4 cases the authors suggest 
that the syndrome may result from a specific metabolic 
defect. However, it is difficult to see why they exclude 
torsion spasm (dystonia musculorum deformans) as an 
explanation for this syndrome. This condition is known 
in many cases to be due to degenerative changes in the 
basal ganglia. While it usually gives rise to gross 
involuntary movements rather than generalized muscular 
spasms, a so-called myostatic form has been described* 
which may be of late onset; marked fluctuations in 
course, even with arrest, may occur, or the condition 
may simply produce progressive muscular rigidity with 
alterations in posture.” It therefore seems possible that 
the “ stiff-man” syndrome may be an atypical form of 
dystonia, but so little is known about the aetiology of 
extrapyramidal syndromes developing in middle and late 
life that a metabolic cause, as suggested by Moersch and 
Woltman, cannot be excluded. The biochemical origin 
of Wilson's progressive lenticular disease has now been 
amply confirmed, and possibly further cases of the 
stiff-man syndrome will repay thorough biochemical 
investigation. 


CONTRASTS IN MENTAL HEALTH SERVICES 


A speaker at the Royal Society of Medicine the other 
evening offered an interesting if somewhat tendentious 
explanation of why American reports of the effects 
of tranquillizers such as reserpine are so much more 
enthusiastic than experience in British mental hospitals 
would justify. He put it in terms of differences between 
the mental hospitals of the two countries. Mental hos- 
pitals in the U.S.A. have been much shorter of trained 
nursing and medical staff than ours, and their psychia- 
tric outlook has been dominated by psycho-analytic 
ideas, to the relative neglect of physical methods of 
treatment. In consequence the American chronic 
mental patient has been in a state of greater neglect, 


and the improvement he has shown when someone has 
taken an interest in him, and even given him a few new 
tablets, all the greater. 

A report from the Department of Mental Hygiene 
of the State of New York’ helps to illustrate the ditfer- 
ences. In the 20 or so hospitals of the state there are 
about 95,000 patients with only 1,500 nurses (or 1 per 
60 patients) and 12,000 “attendants.” The medical 
staffing is relatively more satisfactory—about one 
doctor for every 190 patients. British mental hospi- 
tals are worried about the lack of trained nurses, but 
the American plight is evidently much worse. Perhaps 
linked with this is the apparent necessity for repres- 
sive measures which are vanishing from British mental 
hospitals. The number of voluntary patients is fall- 
ing annually and was roughly only 6% in the year 
under review. The photographs of new _ buildings 
show great austere blocks with large small-paned 
windows. All this contrasts with the British aim 
to have mostly voluntary patients and open wards, 
to abolish the padded cell and all other methods 
of restraint, and to have modest-sized hospitals split 
into separate villas, so that the patients live in small 
groups like very large families or the “houses” of a 
public school. The British mental hospital in fact owes 
a good deal to the British public school—and to the 
British Army—in the formation of its traditions. Dr. 
Ernest Jones once told a story of how he was rung up 
long ago by a medical superintendent who was looking 
for a new doctor for his staff: “I don’t expect him to 
be interested in psychiatry, of course, but he must be 
good at cricket.” 

On the other hand we can have nothing but praise 
for the fact that nearly half the New York patients 
now have occupational therapy. This sixfold increase 
in numbers in the last seven years is partly due to the 
fact that all staff get two weeks’ training in the teaching 
of “O.T.” and it was not left entirely to the occupa- 
tional therapists, of whom there were as many as 64. 
Again, an allocation by the state of almost two million 
dollars for psychiatric research illustrates the differ- 
ence between the British and American attitudes to 
scientific medicine. As for the patients themselves, 
their illnesses seem similar, though alcoholic psychoses, 
as expected, bulk much larger than in Britain. But 
New York, too, has a great influx of elderly patients 
with cerebral arteriosclerosis, and also notes a great 
diminution in the numbers of cerebral syphilitics 
(G.P.1.), a decline which was noticeable in 1940 and 
is nothing to do, therefore, with penicillin. The sort of 
people who come to a mental hospital will vary accord- 
ing to the public’s attitude to mental illness and to the 
reputation of the hospital, as well as to the existence 
of alternative asylums like the workhouse. Conditions 
vary greatly from country to country, and comparisons 
can be very instructive. But it seems likely that in spite 
of financial stringency and a preference for practice 
rather than theory the British mental health services 
need not fear comparison with any others in the 
world. 


166th Annual Report of the Department of Mental Hygiene, State of New 
York. Legislative Document (1955) No. 90, Albany. 
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ACUTE RESPIRATORY INFECTIONS 
\ SYMPOSIUM FOR GENERAL PRACTITIONERS 


[FROM A SPECIAL CORRESPONDENT] 


\ highly topical discussion was held at the Institute of 
Diseases of the Chest on December 4, when an audience 
of general practitioners gathered to hear a symposium on 
acute respiratory infections. The speakers were two chest 
physicians, a bacteriologist, and a general practitioner. 


Respiratory Tract Viruses 

Dr. NEVILLE OSWALD opened with a review of our know- 
ledge of the viruses that affect the respiratory tract. Although 
virology was still a very young science, it was of particular 
importance to the general practitioner, he said, since it had 
been estimated that 25%, of all his work was concerned with 
these respiratory infections. 

Studies on viruses had proceeded in four ways. Trans- 
mission to animals was one of the first techniques used. 
In the early 1930's the common cold was successfully trans- 
mitted to chimpanzees, and influenza to swine and ferrets. 
Antibody tests, using agglutination and complement-fixation 
procedures, had first been developed against influenza A ; but 
now such tests were available against influenza B and C, Q 
fever, ornithosis, the adenoviruses, and certain non-specific 
disorders in which there was a marked rise of cold agglutinins 
in the blood and in those where a high titre developed 
against the streptococcus MG. Their exact value was un- 
certain. Probably a positive result was significant, but a 
negative result was much less practical help 

Techniques of microscopy were being rapidly developed, 
and with the electron microscope some of the intracellular 
activities of the viruses could now be observed. But prob- 
ably the greatest advance in virology in recent years was 
the growth of viruses by tissue culture. From the original 
fertile hens’ eggs viruses could now be grown on a variety 
of media, such as monkeys’ kidneys and He La cells (live 
cells of a carcinoma of the cervix that were originally 
taken from an American negress named Helen Lane). Re- 
spiratory viruses such as the adenoviruses, Coxsackie viruses, 
Echo viruses, and poliomyelitis viruses could all be grown 
in this way. The present situation was in a state of flux ; 
new viruses were being isolated, but their identification and 
significance were taking time to work out. An important 
practical matter was the possibility of developing vaccines 
against these viruses, but here again there must, of necessity, 
be some delay. 


Patterns of Lung Involvement 

Dr. J. G. Scappinc, dean of the Institute, described the 
various patterns of lung involvement. 

Pneumonias in the course of acute respiratory infections 
could be caused in a number of different ways. Certain 
organisms had a special predilection for the lungs—the 
pneumotropic organisms—and these could be bacterial or 
viral Thus acute specific pneumonias could be caused 
by pneumococci, haemolytic streptococci, Staphylococcus 
aureus, and Friedlinder’s bacillus: in addition, viruses of 
the ornithosis group could also cause such infections 

Viruses might also pave the way for secondary bacterial 
invasion, and in as many as 50°, of pneumococcal pneu- 
monias there was a definite preceding history of an acute 
upper-respiratory infection. Influenza was another example 
of the association of virus and bacteria. There were two 
danger periods in influenza so far as lung involvement was 
concerned—one in the early stages when secondary staphylo- 
coecal infection was possible, resulting in a very severe 
illness : the other danger period was at the fourth or fifth 
day, when a somewhat less severe pneumonia might follow 
secondary infection by a variety of bacteria. Measles was 
another example where a virus infection was associated with 
secondary bacterial involvement of the lungs. Here the 
haemolytic streptococcus was the usual invader 
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Pure virus pneumonias were rare but possible, as in 
psittacosis. The position of the unidentified pneumotropic 
viruses was at present a little confusing. 

In addition to these specific pneumonias there was a very 
large group of lung infections which resulted trom a break- 
down in the natural defences of the respiratory tract. These 
infections followed aspiration of infected material into the 
broncho-pulmonary segments, which might set up diffuse, 
local, or suppurative reactions. It was this type of infec- 
tion that probably accounted for many of the acute exacerb- 
ations in chronic bronchitis and in children. 

The patterns of lung involvement caused in these various 
ways were confusing in their variety, and this confusion was 
not diminished by the fact that even with every assistance 
from the laboratory it was only possible to obtain objective 
evidence of a specific cause or causes in less than half the 
cases. Nevertheless, in spite of this confusion, clinical 
considerations often allowed a reasonable assessment of 
the general group to which the case belonged, and satis- 
factory treatment could be based on this assessment. 


Limits of Laboratory Aid 


Dr. J. R. May, as a bacteriologist, gave his views on the 
help that the laboratory can give in the investigation and 
management of these infections. Although theoretically the 
scope for these investigations was extensive, there were 
certain practical drawbacks, he said, particularly in the delay 
before some of the results became available and also in the 
collection of specimens such as blood and sputum. 

Bacteriologically, sputum culture and throat swabs were 
the most useful methods of investigation. A pure or almost 
pure culture of a pathogenic bacterium from the sputum 
was highly significant. The most common pathogenic bac- 
teria associated with acute respiratory infections were in 
pneumonias—pneumococci, Staphylococcus aureus, Group A 
haemolytic streptococci, Haemophilus influenzae, and Fried- 
lander’s bacillus ; in acute and chronic bronchitis the most 
common organisms were Haemophilus influenzae and 
pneumococci. 

Viral studies could still be carried out in only a few 
centres, and their practical value was considerably limited 
by the time needed for a positive result. The isolation 
of viruses could be carried out from throat washings, 
sputum, or blood in the first two or three days of the infec- 
tion, the material being sent to the special centre in a sterile 
container. Of more practical use were serological procedures 
which estimated the levels of antibodies as a result of the 
infection, but even the value of these was limited by the 
fact that it was 10-14 days from the start of the illness 
before results became available. Two specimens of serum 
were required, one at the onset of the illness and the other 
after 10-14 days, a positive diagnosis being made on the 
demonstration of a fourfold rise in antibody titre. These 
tests might be used when influenza, Q fever, psittacosis, or 
other virus infections were suspected 


Problems in Practice 


Dr. JouN Fry spoke as a general practitioner on the prac- 
tical problems raised by acute respiratory infections. The 
general practitioner, he said, was really a specialist in the 
various common respiratory infections, for they were by 
far and away the most common group of illnesses in our 
community, accounting for one-third to one-quarter of all 
his work. In an average-sized practice (2,500) the family 
doctor must see between 50 and 60 new cases of acute 
pneumonia and acute bronchitis every year. But in spite 
of this prevalence many problems still remained. Nomen- 
clature. for one, was still most confusing and vague, prob- 
ibly because it was not based on any sound knowledge of 
exact aetiology and pathology. Terms such as “ bronchitis ” 
and “pneumonia” meant different conditions to different 
doctors. 

Diagnosis in general practice was bound to be based 
essentially on clinical methods. But, if high standards were 
to be maintained and advances made, the practitioner must 
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have unrestricted access to pathological and radiological 
facilities. Only in this way could he correlate his clinical 
findings with the more accurate radiological appearances. 

In arriving at a diagnosis it was necessary to consider the 
past history of the patient, particularly the history of chest 
illness ; the general condition aad degree of illness ; and the 
local physical signs. Physical signs fell into a number of 
set patterns, the significance of which was uncertain. There 
might be a diffuse and bilateral involvement of the broncho- 
pulmonary tree, with scattered rales and rhonchi (the acute 
wheezy chest), or the signs might be unilateral and local, 
in which case a localized area of moist sounds at one or 
other base was the most usuai finding. The classical lobar 
pneumonia with clinical consolidation—.e., dullness and 
bronchial breathing—was an extreme rarity in practice to-day. 
The most useful investigations were a radiograph of, the 
chest, which could be carried out at home as a domiciliary 
visit by a consultant, and bacteriological examination of the 
sputum. Virus investigations were of academic interest, but 
as yet had little practical value. 

With regard to treatment certain principles should be 
remembered. The vast majority of these cases could be 
treated adequately at home (over 90%), The patient musi 
always be considered as a whole. No set and rigid routines 
should be adhered to ; instead an elastic outlook should be 
maintained. ‘Courses ” of antibiotics were unnecessary, for 
instance ; strict bed rest for more than a few days might 
be harmful in the elderly ; and the value of cough medicines 
was, to say the least, uncertain. 

Since the exact aetiology was uncertain, treatment had to 
be empirical, and thus the rational use of antibiotics was of 
prime importance. Not all acute respiratory infections 
required these potent drugs ; the proportions requiring them 
varied with the different clinical groups. Penicillin was 
still the most useful antibiotic, and should be administered 
by intramuscular injection when indicated. Long courses 
were usually unnecessary, satisfactory results being obtained 
with 3 or 4 daily injections of the longer-acting preparations. 
Streptomycin and the tetracyclines were often more useful 
in the management of acute exacerbations in chronic bron- 
chitis. 


Discussion 


In the subsequent discussion speakers voiced their feeling 
that oral penicillin was too uncertain in the treatment of 
the more severe infections, and were doubtful if it was 
really indicated in the less serious infections. Sulphonamides 
were noted as still valuable in the treatment of pneumococcal 
pneumonias—the most common type of bacterial pneumonia. 
It was agreed that long-term treatment of chronic bronchitis 
with tetracyclines helped about 20%, of chronic bronchitics— 
namely, those with persistent purulent sputum ; but there 
was a real danger of promoting the development of resis- 
tant strains of Staphylococcus aureus, and these might be 
spread into the community at large. 


FACIAL INJURIES 


Speaking at a clinical meeting at the Institute of Laryn- 
gology and Otology on December 7, Mr. CHartes L. 
HEANLEY, plastic surgeon to the London Hospital, discussed 
some of the principles underlying the repair of facial injuries 
such as lacerations and broken noses. After disclaiming any 
ability on the part of plastic surgeons to make invisible 
scars—* No incision can be made without leaving a scar” 
—-he went on to outline some of the ways of reducing them 
to a minimum. 
Cuts on the Face 


By attending to certain principles, scars could be made 
less noticeable, said Mr. Heanley. Incisions should not be 
made at points such as the prominence of the cheek, where 
it was known the scar would be bad. The direction of the 
incision was important. If a perfect circle was drawn 
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on the skin and the enclosed piece of skin excised the shape 
of both the raw area and the piece of skin removed would 
become oval. This was because tension in the skin varied 
with the direction. Incisions must be made in lines 
parallel to the direction of greatest tension, along the so- 
called Lange’s lines. These lay chiefly in the flexion and 
skin creases. On the forehead they were horizontal, except 
low down in the midline, where they were vertical. On the 
nose and eyelids they were transverse ; but an incision on 
the nose must never be extended on to the face, or it would 
web. Around the mouth they were circumoral and in the 
lines of the nasolabial folds. 

Absence of tension was an essential to minimum scarring. 
If necessary the skin must be undercut widely, at even 
depth. Sutures should be inserted, the point of the needle 
travelling away from the cut edge as it entered the undercut, 
so that when tied they everted the skin. They should be 
tied loosely, as the tissues would swell. Their object was 
simply to hold the tissues together in apposition while they 
healed. Tight stitches would impair the blood supply, at 
the best leaving stitch marks and at the worst a line of 
sloughs. Multiple fine stitches meant that each had less 
pull on it and so caused less necrosis. Finally, stitches 
should be removed early. The essentials for success were 
freedom from infection, an ample blood supply, and close 
coaptation of epithelium. Unfortunately, in excising scars 
on the face (or pigmented tumours, for that matter) the 
direction of the excision was predetermined, and this 
prejudiced the result from the start. 

The typical case that came to the surgeon——the person 
who had fallen off a bicycle on to a tarry road-—-had a 
lacerated face and a broken nose. If the cuts were contami- 
nated with tar or bitumen it was disastrous to let them 
heal without proper cleaning. The girl with a centimetre- 
square cut on her upper lip which had been allowed to heal 
with tar in it was badly marked for life. An initial toilet 
would reduce the deformity more than any subsequent 
surgery. Wounds impregnated with tar should first be 
washed with soap and water to remove the gross dirt and 
grit, and then anaesthetized by rubbing in a topical appli- 
cation of lignocaine and cleaned with a tar solvent, such 
as oil of eucalyptus, turpentine, or even petrol. If no sur- 
face anaesthetic was to hand, a general anaesthetic was 
justified. 


Broken Noses 


If the case was seen early while swelling was still minimal 
ice packs should at once be applied to the damaged nose. 
As soon as possible afterwards. with a general anaesthetic 
and an intratracheal tube and pack, the septum and nasal 
bones should be deliberately restored to position. With 
comminuted fractures it might be necessary to pack the 
nose with a B.I.P.P.-impregnated gauze pack, which could be 
left in place for a week or more. In spite of what was 
usually taught, this was quite safe provided the risks were 
remembered. The ideal, then, was to click back into place 
displaced cartilage and bone before swelling prevented it, 
and apply a plaster support. 

Where the case was seen early but after the initial swelling 
had occurred the first step was to do all that was possible 
to reduce the swelling by applying first cold and then heat. 
Oral cortisone for four days, 25 mg. twice a day, also 
helped. As soon as the swelling was down reduction of the 
fracture should be undertaken deliberately, under full anaes- 
thesia as in the early case. The quick snatch without 
adequate anaesthesia was to be condemned. If lacerations 
were also present the time to treat them was the day they 
were inflicted. 

In cases seen late, with a malunited fracture, the treat- 
ment of nasal obstruction was a necessity and of the 
deformity desirable. But which was better—to do a sub- 
mucous resection first, or to correct the airway and the 
shape of the nose in a single operation ? Each case must 
be treated on its own merits. If the septum was not dis- 
torted and had simply been displaced with the nasal bones, 
it could be straightened at a single operation. 
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ihe septum should be detached (cartilage and vomer) from 
the maxilla below and from the nasal bones above, and, 
after fracturing posteriorly, placed in position. At the same 
time the external deformity could be corrected. This was 
done by mobilizing the frontal nasal processes and the 
ittached nasal bones with saw cuts, as described by Joseph, 
ind, if necessary, removing some bone on the side from 
which the nose had deviated. In cases where the septum 
was distorted, being curled on itself, often with spurs, two 
Stages were mecessary. A submucous resection, which 
usually restored the airway, should be done as the first 
Stage, the shape being attended to later. In some cases 
where the nasal bones had been displaced into the airway, 
nasal refracture would be required at a later stage to restore 
the airway 

For saddle noses Mr. Heanley had been using for the 
last six years a polythene inlay, cut and shaped from a 
solid block, which was inserted through a vertical columella 
incision, Children with saddle-nose defects due to trauma 
or sepsis must be treated in infancy Unless there was 
stuffing in the nose to fill it out, it would not grow. In 
the traumatic type, with nasal obstruction due to septal 
impaction, the septum must be thinned first. The unfortu- 
nate child with a saddle nose who was told to come back 
for treatment when it was 18 years old presented an im- 
possible problem, as there was too small an area of skin 
over the nose. Progressively larger inlays were required as 
the child grew. 


Correspondence 


Because of heavy pressure on our space, corre spondents are 
asked to keep their letters short. 


Cardiac Arrest 


Sik,—In your annotation (Journal, November 17, p. 1165) 
you outlined the various methods of resuscitation that are 
available in the event of sudden “cardiac arrest.” There 
is one particular aspect of this problem that I should like 
to emphasize—namely, the difficulty in differentiating a 
heart that is beating with an unrecordable blood pressure 
from one which is either fibrillating or at a standstill. In 
all probability most cases pass through a phase of tachy- 
cardia, low cardiac output, gross hypotension, and coronary 
insufficiency before finally the ventricular muscle fibrillates 
from anoxaemia. The number of cases of sudden onset 
of cardiac standstill due to vagal over-activity is probably 
extremely small. 

Anaesthetic and surgical procedures still remain one of 
the commonest causes of “ cardiac arrest” in a relatively 
healthy heart, and, equally important—if energetic steps are 
taken—they carry the best ultimate prognosis. In a recent 
report’ based on anaesthetic mortality the Association of 
Anaesthetists found that nearly one-fifth of all such deaths 
could be attributed to the injection of thiopentone sodium 
In such a case, soon after the injection the patient is found 
to be apnocic, pulseless, without audible heart-sounds, and 
with an ashen-grey appearance of the skin. The accepted 
treatment for such a case would be inflation of the lungs 
with oxygen and cardiac massage. I would like to suggest 
one modification. 

About five years ago noradrenaline was first used in this 
country as a vasopressor agent and found to be immensely 
powerful, without the same risks as adrenaline. Its great 
disadvantage in an emergency was that it had to be given 
by intravenous infusion, and this was far too time- 
consuming. However, with the co-operation of the makers, 
it was possible to provide a small ampoule containing 200 «g. 
in 2 ml. which was suitable for direct intravenous or intra- 
cardiac injection in an emergency. During the past five 
years these ampoules have been available in the theatres 
at St. Thomas's Hospital in case of a sudden “ cardiac 


FACIAL INJURIES 


Brivisn 
Mepicat JOURNAL 


arrest.” There have been three cases in which, following 
the induction of anaesthesia, there was no clinical evidence 
of heartbeat, either by palpation or auscultation Imme- 
diate steps were taken to begin cardiac massage, and at the 
same time 200 »g. of special noradrenaline solution was 
drawn up into a 2 ml. syringe; 4-3 ml. (50-75 »g.) was 
then injected into a brachial or jugular vein and the contents 
massaged towards the heart. In each instance a firm pulse- 
beat was palpable within sixty seconds of the injection, 
though in one case the surgeon had made the initial incision 
for cardiac massage, which fortunately proved unnecessary 

Ihe decision to request cardiac massage is always a diffi- 
cult one, and some anaesthetists may be tempted to delay 
a little in the hope that the clinical condition will improve. 
The injection of such a dose of noradrenaline gives an imme- 
diate indication of whether the heart is beating or in a state 
of fibrillation or standstill. I believe the risk of converting 
a normally beating heart into a fibrillating one is small 
and insignificant, in comparison with the danger of delayed 
treatment for the patient. The increased peripheral resist- 
ance and consequent rise in the coronary blood-flow, together 
with the bradycardia, produced by the noradrenaline prob- 
ably more than compensates for its direct stimulating action 
on the anoxic myocardium. 

The injection of nikethamide or desoxyephedrine in such 
cases is usually found to be without effect. The former 
drug has enjoyed many years of grace as the time-honoured 
remedy in cases of acute surgical emergencies. It is to be 
found in nearly every emergency tray in operating theatres 
throughout the country, yet the use of an analeptic to 
reverse a state of circulatory arrest might be described as 
a “long shot.” Very often it is given with one eye focused 
on the impending report to the coroner: there are many 
coroners who still appear to believe this is an essential part 
of the pre-mortal therapy. Desoxyephedrine has the dis- 
advantage that it sometimes fails to produce a satisfactory 
pressor response and may on occasion cause a severe increase 
in heart rate, which suggests that the direct action on the 
myocardium is greater than that on the peripheral vessels 
In conclusion, I would like to recommend that the intra- 
venous injection of 4—} ml. (50-75 «g:) special noradrenaline 
solution should be included as one of the essential measures 
in all cases of “ cardiac arrest.”"—I am, etc., 


London, S.E.1 H. C. CHuRCHILL-Davipson. 
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Pavlov’s Works 


Sik,—-I was most interested in Dr. Macdonald Critchley’s 
review of Pavlov’s works (Journal, December 8, p. 1352). 
and in his account of the development by Russians of a 
philosophy in relation to Pavlovian teaching. It seems 
important not to be prejudiced against Pavlov’s contributions 
because we may object to their political exploitation. Thus 
it may be suggested that, if we have to choose between 
brain physiology and psychology as a basis for national 
education, the former is likely to be much the more valu- 
able. Thus the psychologist tends to advocate a somewhat 
negative attitude on the basis that, if “trauma” is avoided, 
Nature will do the rest and all will be well. The brain 
physiologist, on the other hand, says that here is a wonderful 
machine, the brain, and if you want to make of it some- 
thing worth while you must adopt a strongly positive atti- 
tude towards the development of desirable behaviour pat- 
terns. It is easy to see how a philosophy may be built 
round an energetic approach of this kind, whereas in this 
regard psychology has little to offer. Indeed, the effect of 
psychology on education may at times be harmful, as it 
belittles the value of traditional disciplines which play an 
important part in character formation. 

Paviov's writings are now almost as much out-of-date as 
Freud’s, but his positive approach to the subject of living 
seems to be vastly preferable to anything psychology can 
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offer, if we have to choose between the two. On the other 
hand, the ideas of brain physiology are greatly assisted by 
the psychologist’s studies concerning the early development 
in infants of behaviour patterns which may persist 
throughout life.—I am, etc., 

Oxford W. Ritcuie RUSSELL. 


Shadow in the Lung 


Sirn,—Reading the letter of Mr. E. K. Gardner on shadow 
in the lung (Journal, October 27, p. 998), I am reminded 
of the clinical trap in which we have been victims. In our 
unit, on the day following admission, patients are screened 
in the morning before the ward round starts. On three 
occasions I have seen a shadow in the lateral part of either 
lung field (which occupied the region to a variable extent) 
having a clear medial border parallel to the chest wall ; the 
shadow having generalized haziness gave an impression of 
? pleural thickening ? pleural effusion. The clinical history 
in such patients was fever of sudden onset, occasional cough, 
pain in chest, and inability to breath deeply, resembling 
very much that of acute pleurisy. Because the patients could 
not breathe deeply due to pain, the air entry on the 
same side was diminished. On careful inspection of the 
chest wall, it was found that there was a smooth, warm, 
tender swelling on the chest wall extending from axillary 
region to the lower part of the chest, and from the scapular 
region behind to the mammary region in front. The margins 
were diffuse and the bulge not very apparent, especially if 
the patient was well nourished. (In our first patient we 
had even done pleural tapping, as on the first day the bulge 
was not very evident and apparent. Needless to say, no 
fluid was obtained from the pleura, and fortunately the 
patient did not develop any empyema.) It was the abscess 
of the chest wall which, on fluoroscopy done before thorough 
clinical examination, gave the picture of pleprisy. 

It wiil be interesting to note if other clinicians have had 
similar experience in the past.—I am, etc., 

Bombay 


D. Vora. 


Acute Respiratory Obstruction 


Sir,-About 30 years ago there was a brief enthusiasm 
for subcutaneous oxygen, and in both medical treatment 
and resuscitation successful cases were reported. If it is 
still effective, might not this method be of some help in 
such cases as that reported by Dr. A. E. W. Gregson and 
Mr. A. J. Gunning (Journal, November 17, p. 1150) ?—I 
am, etc., 

London, N.W.8 R. J. CLAUSEN. 


Glycyrrhetinic Acid 

Sir.—My letter (Journal, November 10, p. 1113) was 
intended to encourage the publication of controlled trials, 
large or small, with glycyrrhetinic acid. Then, by pooling 
of results, a firmer opinion could be obtained of the value 
of this drug. 

The present position can be summarized as follows: 
Glycyrrhetinic acid was found to be no better than the base 
alone by Warin and Evans' (19 patients); Bettley’ (22 
patients) ; Donaldson and Duthie* (30 patients); and Mc- 
Callum‘ (9 patients). Quentin Evans® got slightly better 
results with glycyrrhetinic acid than with hydrocortisone (13 
patients). I found glycyrrhetinic acid ineffective when com- 
pared with hydrocortisone (15 patients). Warin and Evans 
also found it less effective (8 patients). Dr. George Wells 
obtained the same answer in a different way. At the Anglo- 
French reunion, held after the annual meeting of the British 
Association of Dermatology last July, he described experi- 
ments (to be published shortly) in which he traumatized the 
skin by applying Scotch tape and stripping it off. The 
application of hydrocortisone ointment had the effect of 
markedly suppressing the resultant inflammatory reaction. 
The application of glycyrrhetinic acid had no such action. 

Drs. Quentin Evans and Colin-Jones® criticize my con- 
clusions because they are based on observations of only 


15 patients; but it is not always necessary to observe a 
large number of patients before deciding on the worth of 
a remedy. A short controlled pilot trial may indicate a 
clear yes or no. The same question was asked 15 times 
Is glycyrrhetinic acid comparable to hydrocortisone in effi- 
ciency in lessening this patient's inflammatory skin condi- 
tion? The answer was 13 to 3 in favour of hydrocortisone 
for patients improved ; and the 3 patients who improved 
with glycyrrhetinic acid had to be balanced against 4 who 
worsened, giving a net deficit. I interpreted this as a firm 
no to the pilot trial, not warranting a more extensive trial. 
A less conclusive result would, of course, have necessitated 
the observation of more patients in proportion to the in- 
conclusiveness of the results. 

Drs. Quentin Evans and Colin-Jones also observe that 
better results were obtained with hydrocortisone in this trial 
than in the previous more extensive trial of hydrocortisone 
in which I participated.”. That trial was designed to find if 
hydrocortisone was effective, and, if so, in what conditions. 
It was pointed out at that time that the trial was of limited 
value in Besnier’s prurigo (22 cases), because the hydro- 
cortisone had to be used sparingly and was only applied to 
the worst areas The same remarks apply to infantile 
eczema (12 cases), concerning which Dr. Colin-Jones queries 
our results. In the present trial the patients had lesions 
of limited extent which might usually be expected to respond 
to hydrocortisone (and to glycyrrhetinic acid if equally effec- 
tive). Dr. Colin-Jones may be correct in his belief that 
glycyrrhetinic acid is “of great value for the subacute and 
chronic conditions, whereas hydrocortisone excels in the acute 
case where glycyrrhetinic acid is not so effective,” but he has 
not yet demonstrated this in a controlled trial. 

The first use of glycyrrhetinic acid as a topical anti- 
inflammatory agent was based on the report of Molhuysen 
et al.” that liquorice had a deoxycortone-like action, but I 
do not know of any reports suggesting that deoxycortone 
has an anti-inflammatory action when applied to the skin. 
It certainly does not follow because liquorice has a deoxy- 
cortone-like action that it also has a cortisone-like action or 
a hydrocortisone-like one. The structural formulae of 
glycyrrhetinic acid and hydrocortisone show considerable 
differences.—I am, etc., 

BRIAN RUSSELL. 
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Sir,—In response to Dr. Brian Russell's request (Journal, 
November 10, p. 1113) for publication of the experiences 
of other clinicians using glycyrrhetinic acid as a topical 
agent in the treatment of irritating inflammatory conditions, 
I am sending the results of a number of cases included in 
a controlled trial. Each patient served as his own control, 
and 2% glycyrrhetinic acid (“ genodex ”), the base alone, 
and 1%, hydrocortisone ointment in the same base were used 
in differing sequences. All the patients were suffering from 
one or other of the conditions for which Dr. Russell and 
his colleagues' found hydrocortisone to be beneficial, and 
none had been previously treated with hydrocortisone or 
glycyrrhetinic acid ointments. Results were assessed both 
subjectively, by means of “ record of itching” cards similar 
to those used by Dr. Russell, and objectively. The results 
obtained were: 


Greatly Some No , 
Improved |Improvement| Change Worse 
Hydrocortisone } 12 6 10 
Glycyrrhetinic acid | 1 5 j 21 2 
Base | 2 $ | 19 4 


1483 
: 
4 
we 
4 
5 
‘ 
ty 
_ —— — —-- 
ay 
- 


1484. Dic. 22, 1956 


It seems therefore that glycyrrhetinic acid in this form 
iS Mot superior to the base alone Nevertheless, as the 
number of cases in this series is small and it is essential to 
have large numbers for the results to be of much value, 
the trial is continuing 

I wish to thank Dr. R. M. B. MacKenna for permission 
to conduct this trial and for his invaluable help and guid 
ance, and also Messrs. Genatosan Ltd. for supplying the 
materials.-I am, etc., 


London, E.C.1 I. M. Patricia SMEED 
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Sik,—I have just finished a trial series of 20 cases treated 
with glycyrrhetinic acid ointment. I have reached the same 
conclusion as the majority of your correspondents on the 
subject— i.e., that the substance is of no greater use than 
the base in which it is carried. Two writers, however (Drs 
E. Colin-Jones and Q. Evans, Journal, September 8, p. 604), 
appear to have had great success with the preparation 
These workers have another factor in common -they both 
live and work at the seaside. I suggest. therefore, that the 
rest of us send our failures to the seaside (preferably to 
Herne Bay or Brighton) with or without a supply of 
glycyrrhetinic acid. I am, etc., 

K. M. TOMLINSON 


Newent, Glos 


Warts and Granuloma Annulare 


Sir,—This letter is to recount two interesting observations 
and to inquire whether anyone has observed the same 
phenomena 

In January, 1955, two patients were seen with verrucae 
vulgaris, in one of the fingers, and in the other of the 
fingers and feet. To the first case, trichloracetic acid was 
applied, and to the second a wart paint of formalin and 
resorcin About two months later in each case a typical 
lesion of granuloma annulare appeared on the exact site ot 
the wart, which had disappeared. This provoked the thought 
that possibly in some cases of granuloma annulare the aetio 
logical agent might be the wart virus Since that time 
eleven more cases of granuloma annulare have been seen. 
and in ten of them verrucae vulgaris were also present. 1 
found that, in 1902, Radcliffe Crocker,’ when he named the 
condition “ granuloma annulare,” stated: ‘* Warts are always 
an antecedent or concomitant of these lesions.” 

After communicating with Sir Macfarlane Burnet, | 
excised a granuloma annulare lesion, macerated the speci- 
men, and injected it into a patient's and my own arm in 
the hope of producing a verruca There was no result 
from this experiment. The only way to develop this theory 
is to inquire as to the observations of others.—I am, etc., 


Newcastic, Austraha Wa. H. Warp. 
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Varicose Ulcers in Ambulant Patients 


Sir,—One of the most difficult problems when treating 
varicose ulcers in domiciliary practice is to convince the 
patient that strict resting of the affected limb is necessary ; 
so the development of an ambulatory treatment seemed 
desirable for those patients who would otherwise have gone 
virtually untreated I therefore experimented to try and 
find a more or less satisfactory alternative for bed rest 
and elevation of the limb. The last 25 patients treated have 
formed a fairly typical cross-section of those whom one 
comes across in general practice In all cases ulceration 
had been present for at least three months; one case of 
35 years’ duration responded well to treatment. In no case 
was rest in bed with elevation of the limb possible. In 
most cases the daily dressings were done as normal surgery 
attendances 

I found the first essential in therapy was to procure a 
clean ulcer crater. Various methods were tried for this. 
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Hypertonic saline solutions were found to be ineffective, 
and latterly I have used “varidase™ in methylcarboxy 
cellulose jelly (usually for 2-3 days) combined with piece- 
meal debridement of exuberant granulation tissue. To the 
raw ulcer crater a 10% solution of chloramphenicol in 
propylene glycol was applied by means of a pipette The 
ulcer was then covered with a light gauze dressing. Daily 
applications were made for the minimum of five days, at 
the end of which time healthy granulation tissue was tormed 
on the base of the ulcer in nearly every case. It would 
appear that use of this antibiotic had the effect not only of 
effecting bacteriostasis but also of stimulating granulation. 

At the end of five days’ treatment a dry gauze dressing 
was substituted and a crépe bandage applied fairly firmly 
over it The patients were instructed to apply clean gauze 
daily and to report back if there were any signs of deteriora 
tion, as shown by sero-sanguineous discharge. In the few 
cases which did break down a further series of chlor- 
amphenicol dressings were applied 

In the cases treated | found that (1) effective debridement, 
and (2) a lightly applied dressing in the first instance, were 
important factors in getting a satisfactory result All cases 
showed some improvement, and it was only in those where 
there was also widespread eczema that this improvement 
was disappointing.——I am, etc., 
B. FitzGeratp 


Harnetsham. Kent 


Challenge of Mongolism 


Sir,-The report on the meeting on current research in 
mongolism by Dr. L. T. Hilliard and his associates (Journal, 
October 27, p. 993) brings out a rather interesting associa 
tion between mongolism and leukaemia. In recent articles 
in medical journals a similar association between leukaemia 
and x-ray pelvimetry has been shown. It would be interest 
ing to know what percentage of the mothers of Dr. C. O 
Carter’s 550 cases of mongols had undergone x-ray pelvi- 
metry or similar procedures during their pregnancies or 
during previous pregnancies. A number of factors point 
to deterioration of the mature ovum and its daughter cells 
as causal agents in mongolism, a process which may very 
well be speeded up by x-ray procedures, especially in previ- 
ous pregnancies.-I am, etc., 


Johannesburg. S. Africa LAWRENCE COHEN, 
Media! Student 


Request for Jelly-fish 


Sik,—-Your annotation (Journal, August 11, p. 352) on 
jelly-fish stings discusses lucidly a rather confused interface 
between medicine and zoology, and illustrates the necessity 
tor further study on the preventive and therapeutic aspects 
of severe jelly-fish stings. Particularly is this so in the 
tropical Indopacific and Australian seas. Death may come 
to the victim with great rapidity—faster in fact than in 
snake-bite, as many of the victims, even adult men, are 
dead within three or four minutes of being stung. 

It is believed that most of the fatal stingings in tropical 
and subtropical waters are due to cubomedusae (sometimes 
called “ sea wasps ™ or “ fire medusae”’). These are squarish 
jelly-fish, with one or more (up to a dozen) stinging tentacles 
at each “corner” or pedalium. This is the probable cause 
of the fatal stingings in northern Australian waters. 

The writer has been attempting to study the clinical and 
zoological problems involved with these medusae. It would 
be appreciated if any reader interested could preserve and 
forward any of these to me. Any information on the 
clinical effects of these would be valuable. The specimens 
may be preserved by the addition of 5-10% of formalin to 
sea water, with gentle agitation of the specimen during 
fixation to prevent distortion. Notes on the habits, habitat, 
coloration, etc., of these animals are also desirable, if avail- 
able.—-I am, etc., 


R. V. SouTHcorr. 
c/o South Australian Museum. 
North Terrace, Adelaide, South Australia. 


<> 


Dec. 22, 1956 


CORRESPONDENCE British 1485 


MEDICAL JOURNAL 


Neostigmine-resistant Curarization 


Sir, A case we saw shortly before publication of Dr. 
Sheila Kenny's letter (Journal, November 10, p. 1113) leads 
us to support her opinion that accumulation of CO» due to 
erroneous methods of artificial respiration may be a cause 
of the condition mistakenly, as we think, called neostig- 
mine-resistant Curarizauion, 

Our patient was a man of 53 who had undergone an emer- 
gency operation for ruptured diverticulum of bladder, with 
peritonitis and pyelonephritis. Thiopentone, D-tubocurarine, 
and suxamethonium had been given, and, after an interval, 
neostigmine ; but the patient had remained in a state ol 
almost complete “ curarization’’—-complete but for a tiny 
tracheal tug. When we first saw him, about 10 hours later, 
the only sign of myoneural activity was this almost imper- 
ceptible tracheal tug; all reflexes were absent. His limbs 
were cold, cyanosed and pulseless. and he appeared to be on 
the point of death. 

On reviewing his case we did not think that his condition 
could be explained by the drugs he had received. We had 
no doubt, however, that the method of artificial respiration 
that had been used was one that would result in gross 
accumulation of CO». We therefore connected his endo- 
tracheal tube to a closed-circuit apparatus, and with oxygen 
flowing at a rapid rate, with a valve partly opened, and with 
fresh soda lime in the circuit, we started to ventilate his 
lungs to no ordinary extent. After working up gradually for 
a few minutes we gave the maximum ventilation that was 
possible, and kept it up for nearly two hours. The volume 
of it was difficult to assess, but we thought it exceeded 30, o1 
even 40, litres per minute. His condition soon began to 
improve. The tracheal tug grew scronger ; a corneal reflex 
appeared ; after about an hour he was opening and shutting 
his eyes and moving his head ; and then, quite suddenly, at 
about an hour and a half, respiration returned and quickly 
became deep and gasping. Throughout the whole of this 
long period of maximum hyperventilation the tracheal tug 
had never ceased. Consciousness was now returning. 

We continued the hyperventilation, but almost at once the 
tracheal tug and spontaneous respiration disappeared, and 
movement and consciousness were lost. We stopped the 
ventilation, and after a short pause they came back again. 
But, if we left him unassisted, movement and consciousness 
were lost again, while the tracheal tug and respiration re- 
mained. We found that we were able to reproduce this se- 
quence of events in either direction at will, the patient pass- 
ing through a zone of consciousness each time. The zone 
at first was narrow, but as time passed it grew broader, and 
after about a further half-hour he was able to maintain him- 
self in it indefinitely. He was now fully conscious, and we 
took out the tube. It was a surprising fact that he there- 
upon asked, with perfect lucidity, for codeine for his ab- 
dominal pain. He remained lucid for four days, but then 
he developed paralytic ileus and bronchopneumonia, and 
died, six days after operation. 

We recognized the probability that beneath the respiratory 
acidosis there lay a renal and metabolic one. His serum 
potassium in a sample of blood taken just before hyper- 
ventilation was started was 2.3 mEq/l. (9 mg.%); unfor- 
tunately, the measurements of blood pH and CO: that were 
asked for were not made. Twenty-four hours later his 
serum potassium was 5.3 mEq/l. (22.5 mg.%). We join with 
Dr. Kenny in asking, What is the mechanism ?—We are, 

J. G. Bourne. 


Southampton PaTRICK SHACKLETON. 


Sir,—Like most anaesthetists, I was appalled when I read 
(Journal, October 13, p. 868) that obstetrical anaesthesia is 
now the most common cause of maternal death ; but as Dr. 
A. H. Morley dealt well with the subject (Journal, Novem- 
ber 3, p. 1057) there seemed little to add except that, until 
the better training has borne fruit, it would seem imperative 
that the lithotomy position and anaesthetic machine with 


its dangerous face-piece harness should be avoided by the 
non-specialized anaesthetist. An open anaesthetic in the 
lateral position is practically foolproof. 

A new danger now threatens, for a condition of neostig- 
mine-resistant curarization ts being suggested as the cause 
of the post-operative death of a number of elderly dilapi- 
dated abdominal cases with ileus. The evidence is slight 
and if accepted will confuse the inexperienced, and, where 
competition blockers have been used, will cover overdoses 
and almost any anaesthetic fatality. Dr. W. J. Walter and 
Dr. Albert Christie (Journal, December 1, p. 1302) have 
already offered practical suggestions for reducing the mor 
tality whether the condition exists or not. 

All anaesthetists meet the elderly dilapidated patient with ileus. 
and there is no doubt that modern techniques have simplified the 
problems; but they cannot alter the fact that most of these 
patients have little vitality. In the days before the relaxants and 
the intravenous barbiturates it was frequently noticed that an 
extraordinarily small amount of anaesthetic agent was required to 
produce satisfactory operative conditions. Any muscular tone 
was only too easily overcome, so that nowadays if relaxants are 
used at all in such cases it is with the greatest circumspection. 

Death from * circulatory degeneration and peripheral vascular 
failure . . . in spite of adequate artificial respiration * (Dr. A. R 
Hunter, Journal, October 20, p. 919): This can easily be achieved 
in the elderly dilapidated toxic case without curarization It 
could be managed even in the days of open ether. Avoidance of 
the calamity depended on the experience, art, and skill of the 
anaesthetist, who could use all three, as he had only one agent 
to evaluate. Nowadays with a multiplicity of agents it is more 
difficult to estimate cause and effect or to assess blame. 

When dying, most shocked toxic people present a picture of 
curarization, which is very definitely neostigmine-resistant; so 
that any agent, or combination of agents, used might be respon- 
sible. Something was too much for these cases—perhaps the 
operation or even the disease. In all the cases described by 
Dr. Hunter the patient was elderly and dilapidated. Each was 
premedicated with morphine and atropine or papaveretum and 
scopolamine in safe amounts; induction with a suitably small 
dose of thiopentone ; intubation with the aid of suxamethonium ; 
maintenance was with nitrous oxide and oxygen, together with 
small doses of pethidine and thiopentone; relaxation by gallamine 
triethiodide or p-tubocurarine; and in no case was the dose 
excessive for the duration and magnitude of the operation per- 
formed. Knowing Dr. Hunter, I am quite sure he is satisfied that 
the doses were as safe as he describes and that he has considered 
the possible causes of death. It would be interesting if he gave 
his reasons in a simple manner, for I am sure he would not 
encourage this technique for the less-experienced anaesthetist. 


Many experienced anaesthetists avoid thiopentone in these 
cases and often use little or no relaxant. It is difficult to 
assess a dose for very ill patients by the duration and magni- 
tude of the operation. Surely the right dose is that which 
creates the desired effect safely for that particular patient. 
With potent agents it is wise and possible to wait for the 
effect and evaluate the patients’ reactions before proceeding 
to larger doses or other agents. Dilapidation means “in 
decaying ruin,” so it is not unreasonable to suggest that 
these cases died from one or more of several possible causes 
and that the terminal picture of curarization was not neces- 
sarily a true one. Until the matter has been elucidated it 
would seem wise at least to start with minimal doses of as 
few agents as possible._-I am, etc., 

Walmer, Kent. G. Donat McGraTH. 

Sir,—Dr. A. R. Hunter's account of neostigmine-resistant 
curarization (Journal, October 20, p. 919) should help to 
bring definition to that amorphous group of cases termed 
“ post-operative apnoeas.” In some respects the cases he 
reported resembled a series presented before the Liverpool 
Society of Anaesthetists.’ This account included instances 
of neostigmine-resistant paralysis following pD-tubocurarine, 
gallamine, and the suxamethonium before curare sequence. 

Whether this state is curarization in the accepted sense is 
questionable, in view of the circulatory deterioration and 
of the unconsciousness that may be found to persist despite 
elimination of all narcotic agents and correct pulmonary 
ventilation with oxygen. Again, it may be found that the 
inadequate improvement produced by initial doses of neo- 
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Sligmine is transient, and subsequent doses may reverse this 
improvement—a neostigmine-potentiated depression Ex- 
perimental work on the blood-brain barrier permeability 
carried out in the department of anaesthesia, Liverpool 
University,’ indicated that minor degrees of potassium de- 
pletion might render this barrier incompetent, according to 
the methods used by Hurst and Davies* in rats, This may 
indicate a mechanism whereby relaxants can produce per- 
sistent apnoeic states by an abnormal central action 

As noted by several of your correspondents on this subject 
the use of suxamethonium preceding an anti-depolarizing re 
laxant was a common feature of all Dr. Hunter's cases. This 
would seem only another way of emphasizing the important role 
played by potassium depletion in abnormal responses to curare 
the depolarizing relaxants are known to produce a substantial 
loss of muscle potassium.’ * To cause such a muscle loss in an 
already depleted patient may well carry him past a dangerous 
borderline. Thus it would appear potentially hazardous to give 
curare or gallamine after suxamethonium The reverse sequence, 
however, may not be so dangerous, as even subparalytic doses of 
curare have been found, in dogs, to limit the muscle potassium 
loss produced by a subsequent dose of suxamethonium. 

Although curare may depress blood cholinesterase activity 
it is difficult to see that this could be sufficient to reactivate and 
prolong the action of a small dose of suxamethonium already 
largely degraded: in all Dr. Hunter's cases breathing had re- 
turned after the suxamethonium before the anti-depolarizing re 
laxant was used. Patients with pre-existing low serum pseudo 
cholinesterase levels might be anticipated to show a curare 
resistance rather than a prolonged paralysis." Thus does it appear 
that potassium depletion is the factor to be incriminated in 
perhaps all these cases. In the diagnosis of such a state the 
history may be of more value than the blood potassium Jevel 
Potassium losses may be so great that treatment will require doses 
of potassium ordinarily regarded as heroic 


In a case recently seen a man of 51 years had prolonged 
apnoea after the use of 35 mg. D-tubocurarine and 40 meg 
of gallamine with nitrous oxide. A test dose while he 
was conscious before induction had revealed no relaxant 
hypersensitivity. He had gangrene of the appendix and 
caecum of long standing with ileus. Neostigmine had an 
initial reversal effect, but subsequent doses definitely were 
depressing, both of his respiration and of his degree of 
unconsciousness (10 mg. of neostigmine over 1} hours). The 


apnoea and the unconsciousness responded dramatically to © 


the rapid intravenous infusion of 250 ml. of normal saline, 

to which had been added 20 ml. of 20% potassium chloride 

and 30 ml. of 10% calcium gluconaie. Half this volume 

was given in 15 minutes, with full return of muscle power, 

breathing, and awakening. The absence of dangerous 

cardiac depression by potassium in this case may have 

depended upon the inclusion of a calcium salt, since calcium 

is known to protect against many of the toxic effects of 

potassium.” '°—I am, etc., 

Bellville, Africa P. A. FosTeR 
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Hydrocortisone for Buccal Ulcers 


Sir.—The excellent article on ulcerative colitis treated 
with local hydrocortisone by Dr. S. C. Truelove (Journal 
December 1, p. 1267) prompts me to record experiences in 
the past year with similar treatment for the so-cajled re- 
current aphthous ulcers of the buccal-lingual mucosa 

The analogy and obscure aetiology in both cond tions 
cannot be disregarded, as both offer a hypothesis of a 
psychosomatic disorder, often associated with a history of 
stress and strain, with possible coexistent corticosteroid 
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imbalance related to higher centre influences. As in ulcera- 
tive colitis, oral cortisone does not benefit these cases of 
buccal ulcers. However, 2$°% hydrocortisone incorporated 
in an ointment with a broad spectrum antibiotic is effective 
when applied to the ulcers by direct inunction. Local appli- 
cation of antibiotic alone proved to be ineffectual, but its 
inclusion was thought necessary as hydrocortisone is a 
spreading factor and could not be introduced lightly into a 
cavity with a mixed bacterial flora. The following is an 
example of one case in a limited series. 

A woman, aged 40, gave a history of an anxiety state dating 
from childhood and recurrent buccal ulcers for the past five 
years, becoming more frequent and severe in the last year. There 
was no history of vulval lesions. Her previous treatments were 
varied, but none limited the recurrence and severity of the condi- 
ion Direct imunction with ointment on the ulcerated mucosa 
was continued six times daily for seven days. After each 
application the patient was told to hold the saliva in the mouth 
for as long as possible before swallowing to maintain a reasonable 
concentration of the hydrocortisone on the ulcerated mucosa for 
short periods. On the third day the pain and discomfort had 
subsided, and at the end of seven days the ulcers were in the 
process of healing. Within the ten days they were hardly visible. 
One month after initial treatment there was a mild relapse, but 
this time the ulceration consisted of pin-point lesions and were 
less painful. A further fourteen days of similar treatment was 
instituted, and to date there has been no further relapse. 

It is not claimed that local hydrocortisone inunction is 
a cure for these troublesome buccal ulcers, but an important 
advance in the therapy of immediate alleviation of this 
painful condition.—I am, etc., 


Liverpool, 16. S. HILLMAN. 


Pyrimethamine Poisoning 


Sir,—I have to report the death of a child of 1 year from 
acute pyrimethamine (“daraprim”™) poisoning. The child 
is believed to have swallowed between 25-30 of the tablets 
from a bottle, and was admitted to hospital about an hour 
later in a state of generalized convulsions resembling status 
epilepticus—the fits occurring about every two minutes. 
Treatment, including, of course, stomach wash-out, was of 
no avail, and the child died apparently from respiratory 
failure about seven hours after taking the tablets. 

The makers of daraprim tell me that for home use they 
now supply packets with each tablet separately sealed. It 
does seem to be vitally important to use this means of pack- 
ing, in any house where there are young children, for this 
tasteless but potentially dangerous drug.—1I am, etc., 


Kampala, Uganda Ivor CHANCE. 


Malaria in African Infants 


Sir,—The authors of a recent paper on effects of heavy 
and repeated malarial infections on Gambian infants and 
children (Drs. I. A. Macgregor, H. M. Gillies, J. H. Walters, 
A. H. Davies, and F. A. Pearson, Journal, September 22, 
p. 686) deserve sincere congratulations for their comprehen- 
sive study of the host-parasite relationship in a holoendemic 
area of West Africa. Though many of their findings are 
new, some results reported in the paper are confirmatory of 
earlier work carried out independently in East Africa and 
West Africa. 

It is perhaps unfortunate that little of the previous work 
on the African continent was either discussed or quoted by 
the authors of this paper. It should be pointed out, in justice, 
that in Kenya Garnham' recorded that African infants in 
holoendemic areas react comparatively mildly to malaria, 
and, though a number of these children die, the majority 
recover rapidly and develop a_ considerable degree 
of tolerance. General features of malaria immunity 
in African children, based largely on observations made in 
Tanganyika, were described by Wilson, Garnham, and 
Swellengrebel,? who concluded that by the age of 2-3 years 
the majority of the children jump the parasitic hurdle and 
establish some modus vivendi with P. falciparum. In 
Uganda, Welbourn’ produced a series of weight curves of 
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infants in relation to malaria infection which are very 
similar to those recorded by the authors of the report from 
the Gambia. 

In Nigeria, Bruce-Chwatt* investigated for 14 years a 
sample of African infants and produced a series of 
individual weight curves in relation to the first infection 
with malaria. These curves indicated that, while 65% of the 
infants showed a more or less marked effect of the infection 
on their growth and development, in nearly 20%, the first 
encounter with the malaria parasite showed little visible 
impairment of general health and provided indirect evidence 
of inherited, transient immunity to malaria. 

The results of all these studies have preceded some of the 
Gambian authors’ recent conclusions and at least that about 
malaria in children from holoendemic areas exerting its 
main effect in the first two years of life.—I am, etc., 


Yaba-Lagos. Nizeria L. J. BRuce-CHwatrt. 
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Diesel Fumes 


Sir, Further to the correspondence by Mr. B. T. Com 
mins, Mr. R. E. Waller, and Dr. P. J. Lawther (Journal, 
November 24, p. 1235), I should like to give the reasons 
why the investigations reported in “Smoke in a London 
Diesel Bus Garage” (Journal, September 29, p. 753) seem 
to me to be invalid. I intended to imply Journal, Novem- 
ber, 3, p. 1058) that the conduct of these experiments, though 
excellent, gave no useful information on the general atmo- 
spheric pollution by these fumes for the following reasons: 
(1) Perfectly adjusted diesel engines (and 10°, derated at 
that) do not emit any benzpyrene. (2) They do not emit 
any appreciable amount of soot. (3) Under garage move- 
ments they would emit CO, CO», some nitrous fumes, alde- 
hydes, and probably a little unburnt fuel 

I do not therefore consider it likely that men working 
in such places are exposed to any undue risk. They are 
certainly not exposed to high concentrations of the more 
dangerous exhaust products. Production of these in higher 
concentrations is dependent upon the degree of maladjust- 
ment, power produced, and phase of function. I submit that 
intake on the road, close behind maladjusted vehicles so 
operating, may produce very much higher concentrations 
of soot, aldehydes, nitrous fumes, benzpyrene, and unburnt 
olefins within following vehicles. That this is not an occa- 
sional occurrence any main-road motorist well knows. 

Mr. Commins is to be congratulated on the most interest- 
ing results of his City tests, and these are revealing. One 
would like to know at what level they were sampled. The 
CO concentration is a highly variable factor, and one would 
like to know more about soot content, unburnt fuel, and 
aldehydes present. I feel confident that the ultimate verdict 
of research into this subject will substantiate the fact that 
oil soot plus its concomitant contaminants is an extremely 
dangerous pathogenic complex.—I am, etc., 


Bristol. 8. HANDLEY HOWELL. 


. Pregnancy Sickness 

Sir,—Having recently had a first baby and suffered greatly 
from pregnancy sickness, I wonder if my observations might 
be of use in suggesting a new field of inquiry to the obstetri- 
cians ? Till this experience, I regarded these cases, as most 
doctors seem to, as almost entirely a psychological prob- 
lem, but my own case has convinced me that it is a ques- 
tion of hormonal imbalance. I had exactly the same sensa- 
tions of nausea suddenly one morning in the puerperium as 
I had had early in the pregnancy, when the vomiting was at 
its worst. To my surprise, I actually did vomit that morn- 
ing when I got up to wash. On trying to work out the 
cause, I found the only thing to blame was that I had been 
given a large dose of oestrogen (stilboestrol, I believe) late 
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the previous evening and had no food until 14 hours later. 
No other drugs were being taken. Obviously there is a 
relationship between the length of time without food and 
the sudden change of posture such as getting up involves, 
and this I well knew from attempts to eliminate all possible 
causes in the pregnancy, but I feel that my experience was 
conclusive proof that the trigger factor, in some cases at 
least, is hormonal, not mental._I am, ete., 
London. N.11. Doreen S. Batt. 


Apartheid in Blood Transfusion 


Sik,—-With reference to the correspondence which has 
recently been appearing in the Journal about apartheid in 
blood transfusion, it may interest your readers to be in- 
formed that only a few years ago, after having spent much 
time in persuading a Kikuyu woman to have a blood trans- 
fusion prior to undergoing operation of hysterectomy, | 
arranged for a trained Jaluo hospital assistant to give a pint 
of his blood. When he arrived for bleeding he saw the 
patient and exclaimed, “ What, give good Jaluo blood to a 
Kikuyu woman ; not me,” and he turned round and walked 
away and we could not persuade him to change his ideas. 

1 have found that Hindus will not give blood for 
Mohammedans nor receive blood from them, and vice versa 
I know of Europeans who are horrified at even the idea of 
being given African blood. During the recent second world 
war I heard of two Nazi soldiers who refused blood trans 
fusions because they might be given Jewish blood —I am, 
etc., 

Nairobi, Kenya. 


P. G. Preston 


Sampling from the Electoral Roll 


Sik,—I am pleased to see that the bias in Mr. P..D. Old- 
ham’s sampling method (Journal, November 24, p. 1241) 
has not affected the conclusions reached in his inquiry 
(Journal, October 20, p. 904). However, there are two points 
in his letter which I must correct, since they might encourage 
others to use this biased method in more dangerous circum- 
stances. Mr. Oldham suggests that, if the correct method 
of sampling had been used, twice as many houses would 
have to be visited to obtain a sample of the same size. This 
is quite incorrect. The number of houses to be visited will 
be about the same : it might even be less. And to draw the 
sample of addresses correctly is so easy. If, instead of 
visiting the houses of all persons selected at random from 
the Electoral Roll, he had visited only those where the 
person selected was the first person listed at that address 
he would have got an unbiased sample of houses. (In 
this way each house has an equal chance of being selected 
instead of a variable chance.) Thus there is no justification 
whatever for using the biased method. 

My second point concerns “ diversification.” A sample 
obtained by taking all persons of a given age group from a 
correctly chosen sample of houses may be less diversified’ 
than a corresponding sample of these individuals taken 
purely at random, but it is not biased. All that it means 
is that the tests of significance require modification and that 
a rather larger sample may be required to do the work of a 
corresponding simple random sample. The bias in Mr. 
Oldham’s sample has nothing to do with diversification, 
which is a quite separate and, in his case, a negligible 
problem. The bias arose because the houses were incorrectly 
selected.—I am, etc., 

London, W.C.1 P. G. Gray. 


Enzyme Test for Glycosuria 


Sir.—As a diabetic the thing that impresses me most is 
the speed and simplicity of the test, particularly for the 
male patient. Although the “clinitest” technique is an 
improvement on methods requiring some external form of 
heat, it still necessitates collecting a specimen in a suitable 
container, measuring out the correct number of drops of 
urine and water, unscrewing and securely screwing up again 
the bottle of reagent tablets, and finally, after waiting for 
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the reaction to take place, rinsing out the test-tube and 
original container. With the eazyme test 1 merely touch the 
flowing stream of urine with the test paper—the reaction 
occurs at body temperature, surely the best temperature for 
an enzyme reaction to take place—and the result is generally 
known for all practical purposes before micturition has been 
completed. Furthermore, it can be carried out in a lavatory 
isolated from any wash-basin or similar water suppl It 
seems a pity that it is not yet available on an E.C.10 form. 
l am, ete., 

H. GILLison 


Iikeston 


Alternative Approach to the Prostate 


Sir,—It is amusing to see a coming generation making an 
immediate muddle of nomenclature over the work left to 
those of my age by our teachers. Professor Wells writes a 
book about the Hey operation and it is promptly called the 
Wells operation. Moreover, the operation which Mr. G. T. 
Watts describes (Journal, December 1, p. 1283) is so little 
different from Ogier Ward's capsular prostatectomy that it 
could reasonably bear the same name. A surgical wit once 
said that the only reason why such or such an operation 
was called the Smith procedure was because it had been 
introduced by Jones. But in these three recent prostat- 
ectomies the error can still be rectified-—Millin, Ward, and 
Hey, I think.—I am, etc., 


Manchester, 3 OLtverR JELLY. 


Itchy Measles 


Sir,—With reference to Dr. Eric J. Trimmer’s letter 
(Journal, December 1, p. 1299) regarding intense irritation 
in measles, I have always found that a fairly high propor- 
tion of the patients complain of this symptom. I wonder 
if he found it in children with hot, dry skins, and not 
nearly so often, if at all, in those with moist skins.—I 
am, etc., 

Wellingborough Joun T. CorRBeTrT. 

Twopenny-halfpenny Advertising 

Sirn,—As an emigrant pathologist I have been reading with 
weekly sympathy the letters to your Supplement about con- 
ditions in the N.H.S They arouse a sincere anxiety for 
those of my profession who chose to stay in the land of 
their birth because their attachments are so strong 

Nevertheless, the querulous complaints of certain of your 
correspondents about advertising matter gave rise to con- 
cern about an acquired atrophy of both their senses of 
humour and of proportion, a very serious disease of the 
times. which is considered to be incurable. I may say that 
in this country we receive most interesting coloured post- 
cards and foreign stamps in a series from a single firm, and 
I enjoy them immensely The letter from Dr. Owen Mc- 
Donagh (VJournal, November 17, p. 1176) restores the full 
standing of the British gift for laughing at themselves | 
would be glad to exchange with Dr. McDonagh my scenic 
collection for his young ladies.—I am, etc., 


Miami, Florida, U.S.A Max MILLARD 


Adrenochrome and Adrenolutine 


Sir.—Dr. C. Allen in his letter (Journal, September 29. 
p. 767) refers to the hallucinogenic properties of adreno- 
chrome and adrenolutine. Adrenochrome' and adrenolutine, 
both oxidized derivatives of adrenaline, induce changes in 
volunteers which bear some resemblance to schizophrenia 
Adrenoxine, a substance postulated to be present in deterior- 
ating adrenaline solutions by Heirman,’ has not been iso- 
lated or characterized and no study of its psychological 
properties is possible. However, it has been postulated 
that it. too, will have psychotomimetic properties.‘ 
Recently. Leach and Heath* have found that adrenaline is 
converted in blood into a substance having a peak absorption 
in the DU spectrophotometer at 395, and that the degree 
of conversion is greater in schizophrenic blood than in non- 
schizophrenic blood. We have found’ that adrenolutine has 
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the same peak absorption at 395, and we suggest that there 
is a conversion of adrenaline to adrenolutine. 

Dr. Allen’s letter will again bring attention to the 
importance of physiological factors in psychoses. Certainly 
the adrenal gland is important, but, as it is not the only 
source of adrenaline and noradrenaline, even more important 
is the whole sympathetic nervous system.—I am, etc., 

Saskatoon, Canada A. HOFFER. 
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Facial Palsy 


Sir,—The article by Mr. Terence Cawthorne and Dr. 
D. R. Haynes (Journal, November 24, p. 1197) contains so 
much valuable information about facial palsy and its prog- 
nosis that I hesitate to be critical. Nevertheless, their 
advocacy of surgical treatment for certain cases of Bell's 
palsy would be strengthened if they could produce a strictly 
controlled series. They recommend that surgical exposure 
of the facial nerve in the Fallopian canal should be con- 
sidered whenever there is total paralysis with loss of elec- 
trical conductivity after one month. Since natural recovery 
from Bell’s palsy sometimes begins to be evident only after 
several weeks, and since electrical activity in the degenerating 
nerve is often first lost only two or three weeks from the 
onset, the decision to operate after four weeks seems unduly 
precipitate. 

According to their own figures, 83° of patients with loss 
of response to faradism show subsequent full or partial 
recovery of function, and 94% of patients in whom Bell's 
palsy is complete eventually make either a full or partial 
recovery. Unfortunately, the degree of recovery after opera- 
tion is not given in comparable terms, but the results are 
classified as good in 86 cases, fair in 21 cases, and poor 
in 3 cases. We may thus assume that recovery was full or 
partial in 97% of the patients who were treated surgically 
after one month. Where prognosis is uniformly favourable 
this group may well include patients who would have re- 
covered spontaneously. On the other hand, if exposure of 
the nerve leads to regeneration, it must be done early enough 
to be effective. 

The case for surgical decompression of the facial nerve 
in Bell’s palsy has yet to be proved, and, in order to be 
convincing, it must be supported by a parallel series of 
control cases. In this condition it is difficult to choose cases 
which are exactly comparable, and it is of course impossible 
for a patient to act as his own control. If, however, a group 
of patients showing complete facial palsy with electrical 
evidence of nerve degeneration after four weeks (or any 
other set time) were to be selected, and if alternate patients 
in this group were treated surgically and non-surgically, it 
would be interesting to know whether there was any signifi- 
cant difference in their degree of recovery one year later. 
Possibly Mr. Cawthorne and Dr. Haynes have already made 
a careful comparison of this sort.—I am, etc.., 

London, W.1 Eric C. O. Jewessury. 

Sir,—For the past 29 years patients with this condition 
have been referred in increasing numbers to our physio- 
therapy department at the East Suffolk and Ipswich Hos- 
pital, and rarely a week passes now without my being called 
on to see or review several of these cases. In the course 
of years, considerable experience has been acquired. I have 
read with interest the paper by Mr. Terence Cawthorne and 
Dr. D. R. Haynes (Journal, November 24, p. 1197), and I 
agree with many of their observations. 

Regarding physiotherapy, these cases may well be grouped 
into: (1) Simple—that is, where the faradic response is nor- 
mal at three weeks after the onset ; (2) severe—that is, where 
there is a reaction of degeneration present. In simple cases 
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Reports prove that Penicillin-V will give clinical 

results comparable with parenteral penicillin, and is more 
potent dose for dose than other oral penicillins. 
Fenicillin-V is unique in that it is unaffected by the 
action of gastric acid. Whenever penicillin is indicated, 
Penicillin-V is the product of choice. 

The average dose is 125 mg. (200,000 units) four times daily, 


increased in severe infections. 
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it is Our practice to apply short-wave therapy daily, accom- 


panied by massage and facial exercises, for a period of two 
to three weeks. A number of these patients are fully re- 
covered and discharged within this period. On the other 
hand, it is recorded in the article I have referred to that 6 
of cases in this group do not make a full recovery. A cer- 
tain number of these patient. complain of earache, and this 
generally subsides after a few applications of short-wave 
therapy. In the opinion not only of myself but of all the 
physiotherapists who form our team, I can say there is a 
general feeling that short-wave therapy has accelerated the 
recovery of these cases and I think has probably avoided 
the necessity of more severe manifestations in a certain 
number. 

In severe cases, once a reaction of degeneration is estab- 
lished, short-wave therapy is continued on alternate days 
accompanied by labial galvanism. This may be continued 
for many weeks, and is usually only terminated when the 
mouth on the affected side has almost approached normal 
I refer to this point below. It is very rare indeed for any 
cases, however severe, to conclude treatment without having 
a mouth that is symmetrical at rest. 

Some degree of earache is frequently present. This 
usually responds well to short-wave therapy. Watering of 
the eye on the affected side is always present and may per- 
sist for several weeks. Suitable eye drops are given. In 
severe cases the position of the angle of the mouth must be 
carefully watched. In these cases there is always a tendency 
for this to contract in subsequent months or years, and in 
certain instances short courses of short-wave therapy com- 
bined with massage directed to stretching these muscles is 
of considerable benefit to these patients. When I review a 
severe case, before asking the patient to move his mouth 
I may have to refer to my notes before deciding which was 
the affected side. 

I think it will be seen that the main difference in my views 
to those of your correspondents is the benefit derived from 
short-wave therapy. I agree that in many instances the 
trouble is caused by pressure arising within the Fallopian 
canal. Those of us who have practised and studied the 
effects of short-wave therapy in other regions know that, 
when properly applied, this measure diminishes congestion 
as well as effectively controlling pyogenic infection, and | 
am convinced that it is from these effects that the beneficial 
results are obtained.—-I am. etc., 


Ipswich C. H. C. DALTON. 


Pitfalls in Medicine 


Sik.—May I correct the interpretation Dr. Paul Cave 
(Journal, December 1, p. 1299) has given to my remarks 
(Journal, October 27, p. 958) about the value of the barium 
enema? I neither stated nor implied that this examination 
was not of the greatest importance in suspected colonic 
disease—of course it is. I did, however, lay stress on the 
unwisdom of not carrying out a complete barium-meal 
examination in the belief that colonic disease is unlikely 
to be detected thereby. [I can assure Dr. A. Robinson 
Thomas (p. 1298) that this fallacy is held more widely than 
he thinks.—-I am, etc., 


London, W.1. A. H. DouTHWAITE. 


Making Champions 


Sir,—The annotation in your issue of November 24 
(p. 1229) raises a topic of much current interest. Your 
readers may like to know that the Central Council of Physi- 
cal Recreation, through its medical advisory panel, is work- 
ing in close co-operation with the British Association of 
Medicine and Sport, with the aim, among other things, of 
stimulating interest in the subject of sport and medicine. 

At a meeting held recently, attended by representatives 
of these two bodies and the physical education departments 
of Manchester and Leeds Universities, it was agreed that 
there is a lack of liaison between the medical profession, 
the physical education profession, and sports coaches, and 


that, while physical education departments at universities 
would welcome research workers, few young medical men 
can be found who are prepared to work in this field. The 
meeting recommended that a step in the right direction 
would be the establishment of research scholarships at 
selected university departments of physical education. It 
was felt that research might profitably be directed towards: 
(1) vital statistics of young people—measurements, dimen- 
sions, Capacity, strength, speed, endurance, etc. ; (2) methods 
of physical education as applied to sports and athletic 
events ; (3) fundamental physiological mechanism in rela- 
tion to exercise ; (4) sports injuries and their treatment. 

G. A. McPartiin, 


Senior Technical Adviser, 
Central Council of Physical Recreation 


London, W C.1 


Toxic Effects of Meprobamate 


Sir,—I wish to comment on your annotation entitled 
Toxic Effects of Meprobamate (Journal, November 24, 
p. 1227). You are incorrect in stating that meprobamate is 
advertised to the public in the United States. Federal law 
prohibits the sale of this drug without a prescription, and 
any displays that may have come to your attention were not 
advertisements but notifications of its availability for filling 
outstanding prescriptions written during a period of shortage. 

I also wish to take exception to your statement that 
meprobamate has caused “widespread skin reactions.” 
The drug has certainly caused skin rashes, but their inci- 
dence appears to be lower than that observed with other 
widely used drugs. The papers reporting these and noted 
by you have been written to make the point that a drug even 
as harmless as meprobamate may occasionally produce a 
skin rash. Some thirty-odd additional papers reporting on 
the effectiveness of the drug and its relative freedom from 
side-effects are not mentioned in your annotation. 

Future research will no doubt clarify the differences be- 
tween the action of sodium amylobarbitone and meproba- 
mate. In the meanwhile, let us remember that barbiturates 
are the most commonly used suicidal agents both in Great 
Britain and the United States. Many of these suicides are 
unintentional, the subject taking additional drug in the con- 
fused state resulting from the previous doses. There is no 
evidence that meprobamate produces confusional states. In 
addition, all subjects who have tried to commit suicide with 
meprobamate have been unsuccessful. This would indicate 
that meprobamate is considerably less toxic than the 
barbiturates. A good deal of additional evidence has also 
already been published to show that there are other differ- 
ences between barbiturates and meprobamate than cost. 

I am, ete., 


New Brunswick, N.J., U.S.A. FRANK M. BERGER, 


Medica! Director, Wallace Laboratories 


Diagnosis of Early Pregnancy 


Sir, The letter from Dr. T. David Lambert on diagnosis 
of early pregnancy (Journal, November 10, p. 1118) contains 
a statement which I find surprising : “ Leaving aside those 
several cases seen each year in general practice where one 
must consider advising a therapeutic abortion, the general 
practitioner will at any given time in a large practice have 
anything up to half a dozen cases on his hands of patients 
who are terribly anxious to know early on whether they are 
pregnant.” As the number of births per annum in the 
United Kingdom totals some 460,000, and as there are about 
20.000 general practitioners, it follows that on an average 
each general practitioner sees some 23 pregnancies per year. 

Now what real medical reasons are there for advising 
therapeutic abortion ? De Lee and Greenhill’ have this to 
say : “ Therapeu‘ic abortion is rarely indicated and medical 
therapy has improved so much that few affections justify 
its performance.” They then list the possible indications : 
(1) Hyperemesis gravidarum: I performed therapeutic 
abortion for this condition once in 15 years. Probably once 
too often. (2) Advanced tuberculosis: Since the research of 
Cohen at Black Notley Sanatorium this has ceased to be 
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an indication. (3) Heart disease : The incidence is about 
2%, in all pregnancies. Rarely is it an indication for abor 
tion. (4) Kidney disease, with retinitis Twice in 15 years 
did I have to procure abortion for that reason. (5) Per 
nicious anaemia and chorea: I have never seen either con- 
dition end in abortion (6) German measles contracted 
before the end of the third month : Considered nowadays 
to be a real reason ; nevertheless exceedingly rarely encoun- 
tered as an obstetric problem. I was twice consulted for that 
reason, so far as I can remember. (7) Nervous diseases such 
as multiple sclerosis : Perhaps a reason, but nervous dis 
eases are very rare, and pregnant women with nervous 
diseases are rarer still. (8) Diseases of the ovum—hyatidi 
form mole, for example I think that I treated personally 
some half a dozen cases in 15 years. 

You will notice that De Lee and Greenhill do not even 
mention mental disease. This may be a reason, but in my 
own experience it resulted in my having to empty the uterus 
only three times in 15 years. In conclusion, these are the 
figures of a busy hospital consultant obstetrician on the 
staff of some nine hospitals, and carrying out antenatal 
examinations on some 2,500 patients per annum, apart from 
cases of difficulty that inevitably are referred. I can con- 
ceive of no good reason for “ advising a therapeutic abor 
tion” in “those several cases seen each year in general 
practice,” and Dr. Lambert's statement cannot hold water 
when it is considered beside the true obstetric facts.—I 
am, etc., 

Praa Sands, Cornwa!! D. G. Witson CLYN# 
REFERENCE 


' De Lee, J. B., and Greenhill, J. P.. Principles and Practice of Obstetrics 
1947, Sh ed.. p. 965. Philadciphia 


Directory of Medical Libraries 


Sirn,-Early in 1957 the medical section of the Library 
Association intends to publish a Directory of Medical 
Libraries in the British Isles To collect information for 
this we have sent questionaries to all the libraries that we 
know of, but, as there has been a rapid increase in their 
numbers in recent years, we may have unwittingly over- 
looked some of the newest ones, In order that our directory 
may be as complete as possible, I should be glad to hear 
from the librarian-in-charge of any medical library that has 
not received one of our questionaries. I should also like 
to ask any librarian who has not yet completed and returned 
the form to do so at once, as we hope to go to press in 
January.—lI am, etc., G. 3. 


Hon. Secretary 
Medica! Section of the Library Association 


London, W.1 


POINTS FROM LETTERS 


Advice from Hospital Doctors 

Dr. T. L. C. Date (Gateshead) writes: For some time now I 
have noticed a tendency for hospital doctors to give the general 
practitioner quite unnecessary information and advice in their 
letters to him. Probably the commonest example of this is to 
be told that one’s patient smokes too much, drinks too much, or 
weighs too much. Recently I received a letter about a woman 
with long-standing rheumatoid arthritis. I quote: “I think she 
should discontinue her physiotherapy now after a prolonged 
course of treatment, and it will probably be as well to put her on 
regular doses of aspirin, which has a mild analgesic effect” (my 
itahes). Was there ever a better case of teaching grandma to 
suck eggs ? 
Cigarette Filters 

Dr. R. THorne THorne (Woking) writes: In 1894 I was work- 
ing as a student in the laboratories of University College, London 
At that time the authorities were testing a pipe and cigarette filter, 
called the “ biltor,”” made of absorbent blotting-paper. They 
found that the filter absorbed 84% of the products of the tobacco 
smoke. At the same time, Sir William Ramsay and Lord Rayleigh 
were working in the science laboratory on the .discovery of 
argon. For over 50 years I used the filters, and in my opinion 
they improved the taste of the smoke as well as purifying it. 
They have now ceased to be made, but I believe that there are 
others obtainable. 


CORRESPONDENCE 
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Dame EDITH BROWN, D.B.E., M.D., M.R.C.0.G 


Dame Edith Brown, principal emeritus of the Women’s 
Christian Medical College, Ludhiana, Punjab, died at 
Srinagar, Kashmir, on December 6. She was 92 years 
ol age 

Edith Mary Brown was born on March 24, 1864. 
From Croydon High School she obtained a scholarship 
to Girton College, Cambridge, where she took second- 
class honours in the Natural Sciences Tripos in 1885, 
only a year or two after women were first admitted to 
the honours-degree examinations at Cambridge. After 
leaving Cambridge she be- 
came a teacher in the hope 
that she would be able to 
save enough money to 
enable her to become a 
medical student.  Fortu- 
nately a wealthy friend, 
recognizing her potentiali- 
ties, came to her assist- 
ance, and she entered the 
London School of Medi- 
cine for Women, taking 
the Scottish triple qualifi- 
cation in 1891 and the 
Brussels M.D. in the same 
year. Immediately after 
qualification she went to 
India as a medical missionary—always her ambition 

under the Baptist Zenana Mission, and began work 
at the Charlotte Hospital, Ludhiana, Punjab. After a 
year there, during which she learnt Urdu, she was 
moved to Palwal, also in the Punjab, where she 
studied another language, Hindi. It was about this 
time that she began to plan a Christian medical 
school attached to one of the mission hospitals for 
the training of suitable Indian girls as medical assis- 
tants as well as missionaries. After she had stated her 
case to the Surgeon-General of India and obtained 
his approval, she convened a conference of all the 
women medical missionaries in the Punjab, the North- 
West Provinces, and Rajputana, and as a result of the 
decisions then taken the school was established, in 
1894, in an old school-house at Ludhiana, with Edith 
Brown as its first principal. In 1898 a new wing was 
added, but she was still short of her final objective 
a school with a standard of teaching high enough to 
enable students to qualify for the M.B., B.S. degrees. 
Ultimately, in 1915, women students were transferred 
from Government College, Lahore, to Ludhiana, which 
was then recognized as the Women’s Christian Medical 
College and with which was incorporated the Punjab 
Medical School for Women. From then on the college 
was training upwards of 300 women students in the 
medical, nursing, pharmacy, and maternity schools. In 
recognition of her public services Edith Brown was 
awarded the silver Kaisar-i-Hind medal in 1911 and the 
gold medal in 1922, and in the 1932 Birthday Honours 
she was appointed D.B.E. She was elected M.R.C.O.G. 
in 1937. 

In November, 1941, 50 years after her arrival in India. 
Edith Brown relinquished the post of principal of the 
college and was succeeded by the late Dr. Aileen Pollock 
in the following year. But she never completely severed 
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her connexion with Ludhiana, even after her retirement 
to Srinagar, where, living in a house-boat, she continued 
to work as a missionary. On her retirement from Lud- 
hiana she had been given the title of emeritus principal 
of the college and hospital, and she remained in constant 
touch with the staff and old pupils to the end of her life. 
She lived to see the Charlotte Hospital replaced by the 
Women’s Christian Medical College and Hospital, and, 
in 1952, to see the launching of an appeal for funds for 
a new 500-bed hospital, the foundation stone of which 
was laid by the Indian Minister of Health in 1954, on 
Edith Brown’s 90th birthday. In the previous year the 
college admitted for the first time fifty students (men 
and women) to the first year of the M.B., B.S. course. 

While Edith Brown had the satisfaction of seeing the 
gradual realization of her early dream and the trans- 
formation of a small mission hospital into a modern 
hospital and medical school, the older people in Lud- 
hiana still spoke of the buildings as “ Miss Brown’s 
Hospital "—a fitting monument to one who never 
wavered in giving practical expression to her Christian 
faith. 


Miss M. H. PrircHarD, secretary of the Ludhiana 
British Fellowship, writes: 


Pioneers are people of vision and determination—vision 
that looks ahead of their generation, and singlemindedness 
that translates vision into action. Dame Edith Brown was 
a proncer. 

She first went to India in 1891 with Dr. Ellen Farrer, the 
first two women doctors sent out by the Baptist Missionary 
Society, and she soon realized how limited her medical- 
missionary work would be without trained Indian workers 
A few Indian women were studying medicine in the Govern- 
ment colleges, but they were very few. Dr. Brown envi- 
saged a medical school for women, and in 1894 it opened 
its doors in Ludhiana with four Indian medical students 
who were Christians and two dispensers, using for clinical 
work a thirty-bed hospital run by another pioneer, Miss 
Greenfield. Together these two courageous women worked 
to build up from small beginnings what is known to-day 
as the Christian Medical College and Memorial Hospital 
Dr. Brown remained principal of the college until 1942, and 
thereafter became principal emeritus. She served on vari- 
ous outside bodies, being a member of the Punjab University 
Senate and Medical Faculty, the Punjab State Medical 
Faculty, the Punjab Medical Council, and the Punjab 
Nurses’ Registration Council. She was a member of the 
Ludhiana Municipal Council and so was fully in touch with 
civic activities. Her skill as a surgeon was widely recognized, 
and much of the college and hospital was built with the 
fees she received from wealthy patients. There were few 
Indian States to which she had not at some time been called 
to attend the women of the ruling houses. Her patients 
loved her, and one only had to say to strangers in a rail- 
way train or anywhere else that one had come from 
Ludhiana to hear the question, “Do you work in Miss 
Brown's hospital ? 

Dr. Brown was a splendid teacher, and her students 
through the years marvelled at the simplicity and ease 
with which she imparted knowledge. She was personally 
interested in them, and after they qualified took every 
opportunity while travelling on business or holiday to break 
journey in towns and villages to see the graduates. She 
was a champion of the villagers of India, urging that the 
best medical aid be sent to them. She put forward a 
suggestion for rural medical units some 20 years ago, by 
which a doctor. health visitor, and dispenser should live and 
work in a village ; but the project was considered too expen- 
sive. She herself, however, staffed and equipped two such 
centres which served local areas until 1948. One of the 
first domiciliary midwifery services in India was introduced 
in Ludhiana. 
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A tremendous worker, making great demands on her staff, 
frugal in her living, and careful to see that not an anna was 
wasted in the work, Dame Edith Brown combined great 
faith in the God whom she served with complete dedica- 
tion of her life to the cause of Christian medical education, 
and in her death at the age of 92 the medical profession 
loses one of its outstanding members. The Christian Medi- 
cal College and the new 500-bed hospital now being built 
in Ludhiana will be her living memorial, and the work of 
her graduates her greatest honour. 


G. W. WATSON, M.D., F.R.C.P. 


Professor G. W. Watson, emeritus professor of medicine 
at the University of Leeds and consulting physician to 
the General Infirmary, died at his home in Leeds on 
December 11 after a long illness. He was 79 years of 
age. 

George William Watson was born at Cowiing, near 
Keighley, on August 9, 1877. Philip (afterwards Lord) 
Snowden, who became a Chancellor of the Exchequer, 
was born in the same village, and the two remained 
firm friends until the death of Lord Snowden. George 
Watson was educated at Keighley Grammar School and 
at the Yorkshire College, Leeds, to which he won a West 
Riding county scholarship. Graduating M.B. (London) 
in 1901, he proceeded to the M.D. in 1903. After quali- 
fication he held a series of resident posts at the Leeds 
General Infirmary and was then appointed medical regis- 
trar there. He took the M.R.C.P. in 1905. After hold- 
ing the post of resident medical officer at the Chelsea 
Hospital for Women in London, he continued his post- 
graduate studies at the Middlesex Hospital and in 
Vienna. 

Returning to practice as a physician in Leeds, 
he was first appointed demonstrator in medicine at 
the university and then clinical lecturer. In 1912 he 
joined the staff of the General Infirmary as honorary 
assistant physician. During the first world war he 
served in the R.A.M.C., being registrar at the 2nd 
Northern General Hospital from 1915 to 1918. He 
was promoted to the brevet rank of lieutenant-colonel 
in 1917. On his return to civilian practice he became 
full physician at the General Infirmary in 1919, and 
five years later was appointed professor of clinical 
medicine at the University. In 1933 he became professor 
of medicine. Among other hospitals to which Professor 
Watson was attached were the St. James’s Hospital, 
Leeds, and the Dewsbury General Infirmary, and he was 
an honorary physician to the Leeds Public Dispensary. 

Professor Watson was a general physician of the old 
school, interested in medicine in its widest aspects. For 
many years he worked as honorary physician to the 
Leeds Tuberculosis Association. His written work was 
mainly in the form of reports of cases of unusual 
interest. He contributed such reports to this Journal 
about parenchymatous nephritis and leptospiral jaundice. 
Elected to the Fellowship of the Royal College of Physi- 
cians in 1915, he served for a number of years on the 
Council of the College, and was an examiner in medi- 
cine to the Conjoint Board. He was also a member 
of the Empire Rheumatism Council. On his retirement 
in 1938 the title of emeritus professor was conferred on 
him by the University of Leeds. During the second 
world war he acted as consultant adviser in medicine 
in the Emergency Medical Service. He married Miss 
May Isabel Armstrong Nicholson in 1919, and there 
were two sons of the marriage. 
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GEORGE WILKINSON, M.B., F.R.CS. 
Mr. George Wilkinson, consulting surgeon to the Shef- 
field United Hospitals, died in Sheffield on December 5 
He was in his 90th year. 

George Wilkinson was born at Kingston-upon-Huil 
on February 4, 1867. Both his father and his grand- 
father were doctors. From Hull Grammar School he 
won a scholarship to Emmanuel College, Cambridge, 
where he obtained first-class honours in the Natural 
Sciences Tripos in 1888. He went on to St. Mary's 
Hospital as a university scholar and qualified in 1890 
A year later he graduated M.B., B.Chir., and took the 
F.R.C.S. in 1894. He first went to Sheffield in 1892 
as house-surgeon at Sheffield Royal Hospital, after 
which he was in general practice for a short time until, 
in 1898, he was appointed general surgeon to the hos- 
pital In 1894 he began a connexion with Sheffield 
University and its forerunners which was to last for 
half a century, and the medical school owed much to his 
labours. He was demonstrator in practical pathology 
from 1894 to 1899; lecturer in practical surgery from 
1899 to 1909: lecturer in diseases of the ear, nose, and 
throat from 1909 to 1927; and lecturer in the history 
of medicine from 1923 to 1945. When the British 
Medical Association held its Annual Meeting at Sheffield 
in 1908 he held office as president of the Section ot 
Laryngology, Otology, and Rhinology. Otology always 
absorbed much of his time. When, in 1909, a special 
department for diseases of the ear, nose, and throat 
was set up at the Royal Hospital, Mr. Wilkinson be- 
came its first honorary surgeon. During the first world 
war he was general surgeon to the 3rd Northern Military 
Hospital at Sheffield, with the rank of major in the 
R.A.M.C. In 1927 he retired from the active staff of 
the Sheffield Royal Hospital, but, still abounding in zeal 
and energy, he initiated and was in charge of a special 
department at the Derbyshire Royal Hospital, Chester- 
field, and he worked there for seven years. 

He contributed various articles on his specialty to 
the Journal of Laryngology. The theory of hearing 
was the subject which interested him most, and in 
1924, with A. A. Gray, of Glasgow, he published T/x 
Mechanism of the Cochlea, in which he made out a 
case, on physical grounds, in support of the Helmholtz 
theory of sound perception, basing this work on his 
studies of the anatomical structure of the cochlea. In 
1925, at the International Congress of Otology in Paris. 
he demonstrated a model, constructed by himself with 
painstaking care, to support his views. At the age of 
85 he published a penetrating review entitled “ How We 
Hear ™ in the Journal of Laryngology. 

V. T. writes: George Wilkinson was a pioneer in ear. 
nose, and throat work in South Yorkshire, and was an 
outstanding example of the medical man who enhanced 
the usefulness of this specialty from the time of its separa- 
tion from general surgery The undoubted success which 
he achieved with his cases was due to his sound clinical 
judgment and to the scrupulous care which he showed in 
the management of them: no detail was too insignificant to 
merit his attention He had the facility of distinguishing 
the evanescent and fashionable from those advances which 
were likely to be of permanent value, and, provided he 
was convinced the latter quality was there, no one would 
embrace a new approach or idea with more enthusiasm 
The duties involved in his hospital appointment were mo:t 
conscientiously observed, and he was unsparing of himself 
where the needs of his hospital patients were concerned 
The hospital management recognized this in naming after 
him a ward in a new block. On first acquaintance and to 
those who did not know him well, Wilkinson might appear 
an austere figure: he exacted high standards from himself 
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and expected the same trom others. But, the border crossed 
and acceptance gained, a breadth of kindness, generosity, 
and human sympathy was uncovered. This was the basis 
of his character. 

In spite of his hospital work and a busy private practice, 
Wilkinson’s interests outside medicine were wide. Of general 
history and church architecture he had a great knowledge, 
and it was an experience to converse with him on those 
subjects. He greatly enjoyed fishing. Walking on the 
noble hills and moors which surround Sheffield gave him 
an opportunity to indulge his sensitive appreciation of the 
countryside. At a time when it was unpopular to be so, 
he was a champion of the Victorians. Indeed, he showed 
forth in himself many of the characteristics of that great 
era Unobtrusively he exerted a profound influence on 
those around him. The loss in 1948 of his wife, by whom 
he had one son and three daughters, and to whom he was 
devoted, was a severe blow from which he never really 
recovered. Our sympathy goes out to his family in their 
loss. 

J. I. MILNE, M.B 
Dr. J. I. Milne, who was a well-known general practi- 
tioner in Manchester, died at his home on December 9 
aged 60 years 

John Irvine Milne was born at Aboyne, in Aberdeen- 
shire, on July 2, 1896. From Robert Gordon’s College 
he went on to study medicine at Aberdeen University. 
where his prowess in athletics and games won him a 
notable reputation. His studies were interrupted by the 
first world war, during which he saw active service as 
a surgeon probationer in destroyers. Often he would 
look back on those days of adventure on the high seas 
with nostalgic pleasure, thankful that he had not been 
appointed to a large ship with rigid discipline but to a 
smaller vessel with a greater sense of freedom and 
comradeship. In 1921, not long after his return to 
civilian life, he graduated M.B., Ch.B. After a period 
as house-surgeon, first at the Aberdeen Royal Infirmary 
and then at Bootle General Hospital, he settled in 
general practice in an industrial district of Manchester, 
and for some years he also held an appointment as 
anaesthetist at the Ancoats Hospital. It was not long 
before he identified himself with the activities of the 
British Medical Association to such an extent that he 
was at first joint honorary secretary of the Manchester 
Division and then honorary secretary for 25 years, 
relinquishing that office to become chairman for another 
eight years, for six of which he was a member of 
Council for the South Lancashire and East Cheshire 
Branch, of which he was president in 1953-4. During 
the second world war he was honorary secretary of the 
local medical war committee. He was also a member 
of the local medical committee and later its chairman 
Before 1948 he was a member of the Manchester Insur- 
ance Committee, and, after the appointed day, of the 
executive council and its various subcommittees. In 
addition he was for many years a representative of his 
Division at Annual Meetings of the B.M.A. Other 
activities included membership for many years of the 
Manchester Medico-ethical Society, of which he was 
president in the year 1948, and vice-presidency of the 
Manchester and Salford District Nursing Institute. He 
took an interest, too, in the St. John Ambulance Brigade, 
being a divisional surgeon. When Dr. Milne gave up 
the secretaryship of the Division in 1950 he and his wife 
received a presentation from their many friends in the 
profession as a mark of appreciation of his services. 

C. V. B. writes: We in Manchester are indeed saddened 
by the death of Dr. J. 1. Milne, who for many years gave 
the greater part of his leisure hours to the service of the 
profession and the public. As a chairman, he was tolerant, 
kindly, wise in judgment, and fulfilled his many duties 
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| Relief from asthma—7,200 times 


Tedral, taken at bedtime with Tedral Enteric Coated, provides asthmatics with 
eight hours freedom from asthma. Deep, easy and restful respirations will occur 
throughout sleep—that means around 7,200 times. 

This prolonged relief is achieved by the delayed action. Tedral plain provides 
four hours of easy breathing—the enteric coated tablet acts after four hours, 
extending relief till the night is through. Therefore every breath taken during 
sleep will be free from distress. 

Active Principles: Theophylline 2 gr. (120 mg) Ephedrine hydrochloride § gr. 
(25 mg) Phenobarbitone £ gr. (8 mg). 

Dose: During the day one tablet of Tedral every four hours. At night one tablet 
of Tedral and one tablet of Tedral Enteric Coated. 

Pack: Tedral plain and Tedral Enteric Coated tablets are supplied in bottles of 
50. Bottles of 500 supplied to chemists for dispensing. S.[V. poison. 
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ADVERTISEMENT 


ok Control of 


intractable nausea and vomiting 
with ‘Largactil’ 


CHLORPROMAZINE has now been used with success in a wide 


variety of conditions in which nausea and vomiting are the ; 
main or complicating symptoms. World-wide published : 
reports reveal that excellent and often dramatic results have 

| 
been obtained in controlling otherwise intractable vomiting 
whether induced by disease — for example by cancer, uraemia, 
or cholecystitis — after surgery, or resulting from drug 
intolerance, radiation therapy, or pregnancy. Equally { 


successful results have been obtained with ‘Largactil’ in the 
control of prolonged and otherwise intractable hiccough. 
There are many other clinical uses of ‘Largactil’ now being 


increasingly adopted in general practice. Detailed information 


SUPPLIES 
TABLETS 10, 25 AND 100 mom 

is available and will gladly be sent on request. 


3-6 c.c. (APPROX. I TEASPOONFUL). 


SOLUTIONS FOR INJECTION 1% IN 
AMPOULES. 2°5°,, IN 1 C.c. AND 2 ‘ 
AMPOULES. SUPPOSITORIES EACH CONTAINING | 


100 MGM. BASE 


MANUPACTURAD BF 
MAY & BAKER LTD an M&B brand Medical Product 
MA1854 
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quietly and without any sign of ostentation. He had an 
amazing grasp of the complexities inherent in the many 
regulations which govern professional life and even of our 
own organization, and would attend meetings and com- 
mittees well prepared—in fact it was obvious that he had 
often spent many an hour in quiet preparation for such 
events. It will thus be seen that his work on our behalf 
occupied by far the greater part of his spare time, yet he was 
widely read, deeply versed in philosophy, and interested in 
archaeology. In his younger days he loved the countryside 
of the mountainous regions of Scotland, and often recounted 
to me the joys of tramps on Dee-side or the Cairngorms. 
He never quite lost his early love of the sea, and only during 
his last illness lent me—a mere landlubber—a seafaring 
narrative to read, as he had enjoyed it so much. Such was 
the man we mourn—a life of service, for which we are 
deeply grateful, given unsparingly to his fellow men—and 
the profession has indeed suffered a grievous loss in his pass- 
ing. Our deepest sympathy goes out to his wife and two 
daughters. 


Sir LIONEL WHITBY, C.V.O., M.C., M.D., D.Sc 
LL.D., F.R.C.P. 


The obituary of Sir Lionel Whitby was printed in the 
Journal of December 1 (p. 1306). 


Major-General R. E. Barnstev writes: May I be 
permitted to add a very short postscript to the many 
eloquent tributes which have been paid to the memory of 
the late Sir Lionel Whitby, as it seems to illustrate yet 
another facet of his many-sided character? During the 
war, as D.D.M.S., Southern Command, I was privileged to 
have many contacts with the blood supply depot at Bristol 
Some years ago a leader-writer in The Times wrote, “ An 
Army doctor belongs to two professions ; if he fails in either 
he fails in his duty.” In these terms Sir Lionel was indeed 
the complete “ Army doctor,” for during the war he was 
always the soldier, and the medical services had no finer 
commanding officer in the Command. Many distinguished 
visitors, both military and civilian, came to visit the depot 
from time to time. They would nearly always stipulate 
that their visit should not upset the routine of the organiza- 
tion, and many arrived expecting to be ushered into a 
laboratory and to be greeted by a white-coated professor 
looking up from his microscope. This would never do for 
Sir Lionel. In every case he would be there waiting outside 
his office, together with his staff, immaculately dressed, with 
gloves, cane, and glossy Sam-Browne belt. The same high 
degree of military efficiency was apparent throughout the 
unit under his command, and, it need scarcely be added. 
the men and women of all ranks worshipped the ground he 
trod on 


Dr. ALFRED FESSLER, who held appointments as a venereo- 
logist under the Manchester Regional Hospital Board, died 
suddenly on November 13, eleven days before his sixtieth 
birthday. Alfred Fessler was born in Austria on Novem- 
ber 24, 1896, and graduated M.D. at the University of 
Vienna in 1922. After holding a number of postgraduate 
appointments he became assistant at the pathological insti- 
tute and senior medical officer in the dermatological and 
V.D. department of the Wilhelmina Hospital, Vienna, where 
he began to practise as a consultant dermatologist and 
venereologist in 1933. At the time of the Anschluss he 
was one of the victims of Nazi persecution, but after arrest 
and trial he escaped to England late in 1938. He then 
studied at Queen’s University, Belfast, and took the 
M.R.C.S., L.R.C.P. in 1941 An assistantship in general 
practice followed, and in 1943 he became medical officer 
of the venereal diseases clinics administered by Lancashire 
County Council, with dermatological duties in the council's 
school health and child welfare services. Since 1948 he 
had worked as venereologist in the Manchester area. His 
wide interests and broad knowledge in the field of dermato- 
logy and venereology were apparent both in his clinical 
work and in his numerous publications in both German 
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and English. In the past decade his studies of medical 
history culled from the Poor Law and other old records 
of Lancashire in the seventeenth and eighteenth centuries 
proved both fruitful and interesting and established him as 
an authority on these matters; at the Royal Society of 
Medicine he was a welcome speaker in the History ot 
Medicine Section. He had been engaged in writing a book 
on these historical researches for some time before his 
death. Dr. Fessler was a prisoner in the first world war, 
and was fortunate to escape with his life when he fled from 
Vienna in 1938. He arrived penniless in England, suffered 
much anxiety before his wife eventually made good her own 
escape, and he had then to begin his professional life over 
again. With all these misfortunes behind him it would have 
been excusable if he had been embittered and dispirited. 
But this was not the case, and he was kind and pleasant 
to patients and staff alike. His quiet, rather shy manner 
tended to conceal his warm and friendly personality, and he 
was a congenial and loyal colleague. Much sympathy ts 
felt for his widow and son.—S. M.L. 


Dr. |. F. THomson died at his home at East Finchley, 
London, on November 19 at the age of 38. Ian Fream 
Thomson was born on September 5, 1918, at Jammalamadugu, 
in Madras Presidency, S. India, where his parents, Dr. T. T 
Thomson and Mrs. Thomson, were medical missionaries. He 
was educated at Eltham College and Mill Hill School, from 
which he went on to St. Bartholomew's Hospital, gradu 
ating M.B., B.S. from London University in 1942. From 
1943 to 1946 he served in the R.A.M.C., attaining the rank 
of temporary major. He landed in Normandy shortly after 
“DPD” day and had served as a regimental medical officer 
for less than a week when he was wounded and invalided 
home. For the excellence of his work during this short 
time he was mentioned in dispatches in 1945. After de- 
mobilization Dr. Thomson worked for a short time at 
Hammersmith Hospital, and it was there, at the end of 1946, 
that he first noticed symptoms of the disease with which he 
was to live for the next 10 years. After an operation and 
radiotherapy he returned home, and, greatly supported by 
a devoted family, he improved steadily. By 1950 lan Thom- 
son was able to join his father in general practice at Isling- 
ton Medical Centre, and for over three years he took a very 
full share in the work. During this time he achieved notably 
good relationships with his patients: his consultations com- 
bined a scrupulous medical examination and assessment 
with a real sense of sympathy and love for the patient 
He had a particularly happy touch with children and the 
aged, and brought to many parents and old people the sense 
that their doctor was personally concerned in their diffi 
culties. The basis of his whole attitude was a deep Christian 
faith which had been and was being tested and tried in his 
own illness. Towards the middle of 1954 his right hand 
became increasingly weak. He carried on until he could 
no longer work efficiently. Since then he must have known 
the outcome of his condition, but he hardly ever referred 
to himself. He found joy in the company of his wife and 
daughter and his family and friends, and he was happy to 
know how his old patients constantly inquired after him and 
hoped for his return. Ian Thomson epitomized the best in 
general practice. He had very high medical standards and 
combined these with a deep concern for the whole man 
His work and his influence remain. He was truly “ Christ's 
faithful soldier and servant to his life’s end.”—P. F. J. 


Dr. M. W. Witttams died at his home in Swansea on 
November 21 at the age of 84. He was in general practice 
in near-by Morriston for forty-seven years before his retire- 
ment nine years ago. Morgan Watkin Williams was born 
at Cefn-coed-y-cymmer, Breconshire, on July 20, 1872, and 
was educated at Greenstreets School and at University Col- 
lege, Cardiff. He then entered Glasgow University, and. 
after graduating M.B., Ch.B. in 1900, held the appointment 
of resident medical officer at Carmarthen Infirmary before 
settling in practice at Morriston. While at Glasgow he 
gained a first-class honours certificate in both the junior and 
the senior courses in anatomy and gynaecology and the senior 
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prize in clinical surgery at the Western Infirmary. In 
addition to the work of his practice Dr. Williams also 
acted as medical officer to the Post Office and as surgeon 
to steel and tinplate and other works in the district. He 
was elected the first chairman of the local medical com- 
mittee established under the National Insurance Act of 
1911 and was chairman of the local insurance committee 
During the second world war he was chairman of the 
Swansea medical board for the examination of Service 
recruits As a family doctor he worked, as one of his 
patients wrote, quietly among the people, never seeking 
the limelight, content to do good by stealth. “ He symbol- 
ized the old family doctor in the best tradition. . . . Many 
have reason to be grateful to this fine gentleman, who always 
put service before self... He was a countryman at heart, 
and his chief joys were shooting and fishing: he was never 
so happy as when casting a fly on the lovely waters of the 
Cothi at Brechfa or battling with a salmon in the Junction 
Pool on the Towy at Nantgaredig. To the sorrow of all 
his many friends his declining years were marred by recur- 
rent bouts of intense suffering. He is survived by a widow 
and one son, who is a surgeon in Portsmouth. His second 
son, also a doctor, was killed in an accident in 1946 


The obituary of Dr. C. E. Bevan, who was murdered by 
terrorists in Cyprus, was published in the Journal of Novem- 
ber 17 (p. 1181) 

Dr. J. E. O'N. Gitcesere writes from Cyprus: Charles 
Bevan was examining a supposed patient, when he was shot 
through the back of his head and died instantly This 
moment dramatized his mode of living—to carry on regard- 
less of what was happening around him. He died at the 
height of his abilities and died as he would have wished, 
doing his duty without fear. To many doctors and others 
who visited Cyprus in happier times the hospitality of 
Dr. and Mrs. Bevan will be remembered with the greatest 
pleasure. Dr. Bevan’s enthusiasm in entertaining was a 
part of the enthusiasm he spent on everything he did. He 
enjoyed life and lived it to the full. He did much to reduce 
tuberculosis in Cyprus and to refit his patients for return 
to a normal life. The craftsmanship of the workshops 
which he had created flowered under his care, and in this, 
as in everything he did, he lavished care and aimed at 
perfection. But memories alone, however numerous and 
happy, do not fill the vacant chair nor light the children’s 
eves 

A colleague writes: The murder of Dr. Charles Bevan 
by terrorists in Cyprus must come as a profound shock 
and cause of grief to numerous colleagues past and present 
who regarded him with so much admiration and affection 
Charles Bevan represented what is best among progressive 
and intellectual medical men of the present century. His 
cultured and scholarly background coupled with his en- 
thusiasm for advance and improvement made him an ideal 
leader in any government medical service. His devotion to 
the cure of the individual sick and his careful regard for 
the scientific details of modern medicine could well be 
emulated to a much greater extent by many medical 
administrators. Charles Bevan gave freely of his time. his 
experience, and his knowledge to aid his colleagues as well 
as his patients. Early in the last war, when substantial 
forces of the British Army arrived for the defence of Cyprus, 
many of the troops succumbed to sandfly fever, malaria. 
and other pyrexial illnesses. The numbers of blood films 
sent to be examined by those with as yet relatively little 
experience in the rapid diagnosis of malaria were quite 
formidable. I well remember Charles Bevan working during 
the stifling night hours in the blacked-out laboratory on film 
after film Thus he gave the inestimable benefit of his 
knowledge and his time after the end of a day’s work loaded 
by other commitments, always with the brightness, effici- 
ency, and modesty which were such typical features of his 
whole character. To see his tireless, unremitting, and highly 
successful efforts in instituting modern treatment of tubercu- 
losis on the island was indeed a privilege. The high degree 
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of popularity and affection in which he was held by the 
people of Cyprus was especially evident. This insensate 
murder of one so noted for benefiting the Cypriot people 
stamps the killers as the despicable agents of a small politi- 
cal clique actuated by the basest motives of personal self- 
aggrandizement. However, when such self-seekers have 
vanished into merited oblivion, the outcome of Bevan’s 
work and policy for the health of Cyprus will continuously 
be remembered 


The obituary of Colonel P. S. LELEAN, emeritus professor 
of public health in the University of Edinburgh, was printed 
in the Journal of November 24 (p. 1243). Mrs. MARGARET 
Pyke, chairman of the Family Planning Association, writes : 
As one of those hundreds who, looking back twenty years, 
do indeed murmur, “ Well done and thank you,” to Pro- 
fessor Lelean, may I add something to your moving tribute ? 
You refer to his concern with some of the main problems of 
family life—sex relations and birth control—but it may not 
be well known that in 1936 he joined the brave small band 
of medical men, led by Lord Horder, who gave public 
support to the then infant Birth Control Association, and 
remained vice-president of the Family Planning Association 
unti! his death. I well remember his characteristic reply to 
my first very tentative approach to him: “ Your work is so 
important that it is I who am gratified to have my name 
associated with it.” 


Medical Notes in Parliament 


More Money for Hospital Building 
For the financial year 1958-9 it is proposed that £20m 
shall be spent on capital developments in the hospital ser- 
vice in England and Wales. This was announced by the 
Minister of Health on December 12. The sum compares 
with £13m. in the current financial year and £18m. proposed 
for next year. 

Mr. R. H. Turton stated that hospital boards had already 
been informed of their individual allocations within the 
£20m. total for the modernization of mental hospitals, for 
the replacement of obsolete plant, and for ordinary capital 
expenditure. In addition, the programme of major building 
projects announced by his predecessor would be extended. 
The programme already announced included the first phases 
of a number of large schemes. He hoped to authorize 
a further phase of the new Greaves Hall Mental Deficiency 
Hospital to be begun next year, and further phases of some 
other projects in 1958-9, including Balderton Mental Defi- 
ciency Hospital and the West Wales General Hospital, 
Glangwili. In that year also some big schemes already 
announced but not ready to begin earlier were expected 
to make a start. 

As well as this, he was inviting the boards concerned to 
bring to completion the planning of a number of additional 
major projects on the assumption that they could be started 
in 1958-9. These included the first phase of a new hospital 
at Slough ; a new dental hospital at Birmingham ; the recon- 
struction of Hillingdon Hospital ; extensions to the St. Helen 
Hospital, Barnsley, the Orsett branch of the Tilbury and 
Riverside General Hospital, Poole General Hospital, Bridg- 
end General Hospital, and Lea Castle Mental Deficiency 
Hospital near Kidderminster ; additional hospital facilities 
at Kettering, extensions to the Luton and Dunstable Hos- 
pital, and new out-patient departments at the Royal Northern 
Hospital, Oldchurch Hospital, Romford, and Selly Oak Hos- 
pital, Birmingham. These major projects were additional 
to the building which would be undertaken by boards from 
their own share of the funds available for capital expenditure. 
They were a further stage in the plans to meet the need for 
major developments in the hospital service, and with the 
projects already announced constituted a programme of sub- 
stantial improvements in each hospital region in England 
and Wales. 
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| promises much in mental iliness 

} The virtues of Mirown as a powerful yet safe tranquillizer in the 

: psychoneuroses are already widely recognised. Preliminary experience 

: with the drug in psychotic patients now indicates that it may play an 
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important part in the treatment of mental disease. In a dosage higher 
than that used for the psychoneuroses, MiLTown may benefit delu- 
sional, assaultive, noisy and hallucinated patients, restoring well-being, 


calmness and serenity. Some manic-depressives and hypomaniacs 


have also been favourably affected by the drug. 


Mittown has been used successfully as a premedication in E.C.T. 
and as a valuable aid in psychotherapy. It has not been reported 
to elicit suicidal tendencies. The low incidence of side effects and a 
low toxicity are notable features in therapy with Mizrown. The drug 
has been given over long periods to psychotic patients without ill effects. 


MILTOWN is the one tranquillizer that relaxes both mind and body 


Mittrown Meprobamate is 2-methyl-2-n-propyl-1, 3-propanediol dicarbamate. 


Bottles of 50 and 500. 400 mg. tablets 


LEDERLE LABORATORIES DIVISION 
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Availability of 
Vitamins in Yeast 


factors of the Vitamin B 


Deficiencies of single 


Group do not occur. Accordingly, even if a defi- 
ciency condition appears to result from the lack 
of an individual factor of the group and it is 
considered necessary to give intensive treatment 


with this factor, the entire Vitamin B complex should 
administered concurrently, 

It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
its vitamin content from the patient. 


alwavs he 


not withhold 


Human experiments show that the rich, natural vitamin 
potency of Aluzyme is totally available to the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on Form E.C.10 


LUZYME 


The MON-AUTOLYSED YEAST 
with completely available Vitamins 


Have vou had your free copy of ** The Therapeutic and 
Nutritional Value of Brewers’ Yeast ? 


Professional Samples and Prices on request from: 


ALUZYME PRODUCTS 


PARK ROYAL ROAD, LONDON, N.W.10 
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The “physiclegical” product 
fox weutine use 


Olb 
the satisfactory and paiatable emulsoid of 
colloidal kaolin B.P. and liquid paraffin 


Prescribed as a gentle laxative at bed- 
time. When stimulant purgatives act 
erratically or fail, Kayiene-ol will usually 
pr ne to be effective, espectally when the 
bowel ts hypertonic or spastic 


All the preducts of Kaylene (Chemicals) 
Limited are in Category 2 or Category 4 in 
the Ministry of Health's Classified List, and 
are therefore prescribable on Form E.C.10. 


Samples and literature on request 


KAYLENE (CHEMICALS) LTD. 
WATERLOO ROAD, LONDON, N.W.2 


“Pl have to find £500 odd in two years’ 
time* when I change this car... 


. . . but I can spread it over four years at 
£11 a month, paying about 


£70 less in hire charges 
by starting NOW under the 


CARSAVERS PLAN” 


*Payments must commence at least six months before the vehicle 
s required and may continue for up to two years (at the same rate) 
afterwards—under a hire purchase contract You need not decide 
n advance what make (new or used) you want or where you will 
get it. You are not committed to making a purchase and, if 


required, your money may be withdrawn with interest 


To find out how this unique method of buying out of 
income meets your needs, write or phone for details to 


CARSAVERS 


LIMITED 


21-24, Bury Street, St. James’s, London, S.W.1. 
Telephone : TRAfalgar 6131 (9 lines) 
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The New Economical y 
Glucose Drink 


CITROZE is a triple strength glucose . $ 


drink made with pure glucose 
and flavoured with whole fresh 
lemons. Because Citroze isa 
concentrate, it cuts down 
health drink expenses. A , 
4 


26 fi. oz. bottle costs only 
36 and makes four pints 
of ready-to-drink Citroze 
which complies with the 7 
regulations for a dextrose 
beverage. For an easily 4 
prepared hot toddy , 
Citroze can also be 

diluted with hot water. 


INGREDIENTS : 30°/, Dextrose 
monohydrate, sugar, lemon juice, 
citric acid and benzoic acid 


PROPRIETORS: O. R.GROVESLTD., 20 JERMYN ST., LONDON, S.W.1 


REGENT 7986 ¥ and 6175 


— 

— 


Dec. 22, 1956 


Hospital Extensions in Scotland 


An increase in the total provision for capital expenditure 
on hospital building in Scotland was announced by the 
Secretary of State, Mr. James Sruart. The total would be 
raised from its present level of £2,200,000, he said, to 
£2.500,000 in 1957-8 and £2,700,000 in 1958-9, From these 
sums approximately £1,300,000 would be available to 
regional hospital boards for their ordinary building pro- 
grammes. Allotments of £350,000 and £300,000 were being 
made in the year 1957-8 and 1958-9 respectively for the 
special programme of plant renewal. The balance of the 
money would be allocated to further the progress of those 
major building schemes at present under construction and 
to begin six new major schemes. 

At present work is being carried out on eight schemes, 
the total estimated cost of which is £3,250,000. These 
schemes are: radiotherapy institute at the Western 
General Hospital, Edinburgh; neurosurgical unit at the 
Western General Hospital, Edinburgh ; reconstruction and 
modernization of Westgreen Mental Hospital, Dundee ; 
extension of Victoria Hospital, Kirkcaldy ; new maternity 
hospital at Bellshill, Lanarkshire ; extension of Ladysbridge 
Hospital for Mental Defectives at Banff; extension of 
Baldovan Institution for Mental Defectives, Dundee; ex- 
tension of the Royal Scottish National Institution (tor 
mental defectives), Larbert. In 1957-8 it is proposed to 
start three projects with a total estimated cost of £1,010,000: 
extension of the Royal Edinburgh Mental Hospital; new 
hospital in Shetland; reconstruction of the Glasgow Vic- 
toria Infirmary. In 1958-9 it is proposed to start three 
further schemes with a total estimated cost of £920,000. 
The schemes are: radiotherapy institute in Glasgow; 
reconstruction and modernization of Westgreen Mental 
Hospital, Dundee ; new maternity hospital in Glasgow. 


Half-hearted Thanks 


Mr. Henry Brooke, Financial Secretary to the Treasury, 
told Mr. K. RosBinson (St. Pancras North, Lab.) on Decem- 
ber 11 that hospital capital schemes costing less than £60,000 
would no longer require individual approval by the 
Treasury. Mr. ROBINSON said that regional boards would 
tender half-hearted thanks for the Chancellor having gone 
half-way to meet the recommendation of the Guillebaud 
Committee. But why had it not been possible to go the 
whole way to the committee’s recommendation of £100,000 ? 
Mr. Brooke pointed out that £60,000 was double the previ- 
ous limit, and was also the limit applied to most other civil 
and defence building paid for by the Exchequer. 


Poliomyelitis 


Mr. S. P. Viant (Willesden, West, Lab.) asked the 
Minister of Health how many cases of paralytic and non- 
paralytic poliomyelitis at ages 2 to 9 years had been 
recorded since June 30, 1956, to the latest date available, 
in children who had one or two doses of poliomyelitis 
vaccine, and in children who remained uninoculated, re- 
spectively, and in what towns or villages the cases were 
notified, with the number in each area. Mr. TURTON 
informed him on December 11 that in the September 
quarter the corrected numbers of cases of poliomyelitis 
notified at ages 2 to 9 inclusive were 262 paralytic and 
390 non-paralytic. During the same period medical officers 
of health reported to the Ministry no confirmed case of 
paralytic poliomyelitis among vaccinated children. Three 
cases of non-paralytic poliomyelitis were reported, 2 in Man- 
chester and | in Tottington Urban District. 


Hungarian Refugees 

Mr. Francis Noet-BakKer (Swindon, Lab.) asked the 
Minister of Health on December 10 if he would arrange 
for all camps accommodating Hungarian refugees to be 
visited by a mass radiography unit, in view of the danger 
of the spread of tuberculosis. Mr. Turton stated that he 
did not consider that there was any need for such special 
measures. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending December 1 
(No. 48) and corresponding week 1955, 


Figures of cases are for the countries shown and London administrative 
county igures of deaths and births are tor the 160 great towns in 
England and Wales (London included), London edministrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes discase not notifiable 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland. N. Ireland, and Fire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


or no return available 


CASES 1956 1955 
and London wa | 3 ae Shee 
Diphtheria 7] 2) 3) 2 25} 12 
Dysentery 727| 94) 1] 615} 46) 149) 9) 3 
Encephalitis, acute 3} +O 0} 6) oO} | 
Enteric fever: | 
Typhoid 3, of Of O Zz 
Paratyphoid 1 0 6 0|7(B), 0 
Food-poisoning 191; 14] 14) O 451} 19 2 
Infective enteritis or | | 
diarrhoea under | } 
2 years .. 9} 35 23; 16 
Measles*® 4,514 266) 458) 170' 219] 2.757, 22) 64 17, 4 
Meningococcal in- | 
fection 20} 19 2 4) 6) 10) 1 
Ophthalmia neona- | | } 
Pneumoniat | 421 | 21 | 229) 3 1 462) 41] 289 4 1 
Poliomyelitis, acute | | | 
Puerperal fever § 24) 15 0 218 12 
Scarlet fever ‘ | 806) 65) 116 26) 33] 1,127; 83 140 § 4s 
Tuberculosis j 
Respiratory | 608} 87; 94° 21 627! 76] 112!) 22 
Non-respiratory 68 6} 18 4 79 6) 16 
Whooping-cough 2.195 82 410 16 45 1.112 80 692 99 118 
1956 1955 
in Great Towns | | = | 2 ie 
Diphtheria 0 0 OF 2 
Encephalitis, acute | 0 | 0 
Infective enteritis or | | | | | 
2 years | 1} 3 OF 2 
Measles | oj | oO oO 
Meningococcal in- | | 
fection 0 0 0 
| 299) 46; 23} 6] 38} "| 7 
Poliomyelitis, acute | 3 | o | 0 
Scarlet fever 0| 0}; | 0) 0 
Tuberculosis: 
Respiratory 7 0 9TL 84 12) 0) 3 
Non-respiratory ae 0 2 olf 0| 0 
Whooping-cough. . | 0} 0 o| 0 
Deaths 0-1 year 244-35) 18] 209) 2s} 32) 0) 5 
Deaths (excluding | | 
stillbirths) | $5,913) 823 585, 127 175 5,578 | 747 593 100 151 
LIVE BIRTHS .. | 7,202/1040| 923] 247/343] 6,916/1012) 843) 221] 308 
STILLBIRTHS 18) 15 172, 19} 20 


* Measles not notifiable in Scotland, whence returns are approximate. 
+ Includes primary and influcnzal pneumonia, 


Includes puerperal pyrexia. 
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Vital Statistics 


Poliomyelitis Vaccination Again 

Regular supplies of Salk-type poliomyelitis vaccine are 
expected to be available from the middle of January, 1957, 
according to the Ministry of Health. General practitioners 
as well as local authority medical officers will be able to 
carry Out vaccinations. Vaccination will for some time be 
confined to the 14 million children born during 1947-54 who 
were registered earlier this year but who have not yet been 
vaccinated, though children who have had one injection 
should be given priority Medical officers of health are 
isked to discuss with representatives of the local medical 
committee arrangements whereby general practitioners who 
wish to do so can vaccinate children in their care. General 
practitioners may decide individually whether they wish to 
take part in these arrangements; they will be required to 
send to the local health authority a record of each vaccina- 
tion, for which a fee of Ss. is payable. 

The vaccine is to be stored in a refrigerator at 0-4° C. 
(32-39° F.), and during use it must not be exposed to 
temperatures over 20° C. (68° F.). 

According to the Ministry no pattern of reaction has 
emerged which can be associated with use of the vaccine, 


and it has been remarkably free from reaction. “ Such 
evidence as is available does not support the occurrence of 
provocation paralysis at the site of inoculation.” Intra- 


muscular injection is slightly better than subcutaneous, but 
the difference is not so great “as to warrant the use of one 
route to the exclusion of the other.” The method of disin- 
fecting syringes advocated is by autoclave or hot-air oven. If 
they are not available, or if glass-metal syringes are used, 
sterilization by boiling for not less than five minutes is the 
method of choice, though it cannot be relied upon to destroy 
all spores. Alcohol is not recommended, since traces of it 
may destroy the antigen 

Smallpox vaccination and other types of immunization 
should not be given within a fortnight of poliomyelitis 
vaccination, and for B.C.G. or yellow fever the intervening 
period might well be three to four weeks. No special contra- 
indications are known, but only general ones as for other 
immunizing procedures, such as illness or constitutional 
disturbance. Full details of the vaccination programme have 
been sent to the local authorities. 


Infectious Diseases 

The largest variations in the notifications of infectious 
diseases in England and Wales during the week ending 
December | were increases of 460 for measles, from 4,054 
to 4,514, 131 for dysentery, from 596 to 727, and 88 for 
whooping-cough, from 2,027 to 2,115 

Ihe largest increases in the incidence of measles were 
135 in Staffordshire, from 138 to 273, 127 in Essex, from 
241 to 368, and 64 in Lancashire, from 1,179 to 1,243 The 
largest rise in the number of notifications of whooping-cough 
was 48 in Lancashire, from 215 to 263; the largest falls 
were 41 in Yorkshire West Riding, from 177 to 136, and 
33 in London, from 115 to 8&2 806 cases of scarlet fever 
were notified, 9 fewer than in the preceding week, and there 
were no large fluctuations in the local returns. 7 cases of 
diphtheria were notified, being 5 more than in the preceding 
week ; 3 of the cases were notified in Birmingham C.B. 

72 cases of acute poliomyelitis were notified, and these 
were 3 fewer for paralytic and the same for non-paralytic 
cases as in the preceding week The largest returns were 
London 15 (Battersea 3, Chelsea 2, Hackney 2), Lancashire 
8 (Liverpool C.B. 2, Oldham C.B. 2, Clitheroe M.B. 2). 
Middlesex 8 (Ealing M.B. 2, Harrow M.B. 2, Hornsey M.B. 
2), Surrey 5, and Sussex 5 (Portslade-by-Sea U.D. 2). 

The only large new outbreak of dysentery during the 
week was 42 in Hertfordshire. The chief centres of infec- 
tion were Yorkshire West Riding 147 (Leeds C.B. 23, Colne 
Valley U.D. 19, Bradford C.B. 14, Keighley M.B. 14, 
Meltham U.D. 14, Sheffield C.B. 13, Rotherham R.D. 11, 


Bririsn 
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Huddersfield C.B. 10), London 94 (Islington 40, Hackney 
12). Lancashire 64 (Liverpool C.B. 18), Glamorganshire 43 
(Aberdare U.D. 34), Surrey 43 (Woking U.D. 14, Farnham 
U.D. 12), Hertfordshire 42 (Hertford R.D. 41), Warwick- 
shire 40 (Coventry C.B. 16, Birmingham C.B. 13), Essex 33 
(Romford M.B. 18), Durham 32 (South Shields C.B. 10), 
Nottinghamshire 26 (Nottingham C.B. 18), Kent 24 (Chisle- 
hurst and Sidcup U.D. 14, Bromley M.B. 10), and Somerset- 


shire 22 (Bath C.B. 14). 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1947-55 are shown thus ------ , the figures for 
1956 thus . Except for the curves showing notifica- 
tions in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Medical News 


Nuffield College of Surgical Sciences.—Next month the 
residential part of the Nuffield College of Surgical Sciences 
will be opened to postgraduate students of the Royal College 
of Surgeons of England and visiting doctors. The accom- 
modation comprises some 80 bedrooms, lounges, a billiard 
room, and a squash court. The terms are £7 5s. a week, 
which includes bed, breakfast. and dinner. Inquiries about 


residence should be made to Mr. W. F. Davis, deputy secre- 
tary, Royal College of Surgeons of England, Lincoln’s Inn 
Fields, London, W.C.2 (telephone: HOLborn 3474), The 
illustration above shows the Nuffield College of Surgical 
Sciences and a part of the Royal College of Surgeons as seen 
from Lincoln's Inn Fields. Besides the residential accom- 
modation, the Nuffield College will house on its ground floor 
the administrative offices of the College of Surgeons and 
the Institute of Basic Medical Sciences, and on its top floor 
the College of Surgeons’ department of anaesthetics. The 
official opening of the Nuffield College of Surgical Sciences 
will be performed by Lord FreyBerG, V.C., on April 5, 1957. 


R.C.O.G. Library.—Last month the Royal College of 
Obstetricians and Gynaecologists put on show its valuable 
library of early works on obstetrics and gynaecology. To 
draw attention to the collection and to encourage interested 
fellows and members to fill some of the gaps in it, the 
College’s consultant librarian, Mr. W. J. BisHop, has now 
prepared a short-title Catalogue of the Library up to 1859, 
which the College has published. The nucleus of the library 
was the large collection bequeathed by the College’s founder 
and first president, Professor Wittiam BLatr-BeLt. Al- 
though largely composed of modern works, this included a 
number of early obstetrical items. The historical part of 
the library was enormously enriched by the Roy Dobbin 
collection in 1938, since when this part of the library has 
been gradual'y duilt up by gift and purchase. The historical 
collection now contains some 621 volumes, among them 
many of the classics of obstetrics and gynaecology. It is the 
library committee’s aim to make this collection as complete 
as possible within its special field 


British Tuberculosis Association.—At a symposium on the 
proper use of mass radiography, held in London on Novem- 
ber 23, the opening speaker was Professor KARL WEGELIUs, 
medical director of the Swedish National Mass X-ray 
Survevs. He is a radiologist, and he discussed some ol 
the technical aspects of the problem. He stressed the value 
of taking two views, a lateral as well as a postero-anterior. 
This. he said, would increase the discovery of abnormalities 
by mass miniature radiography by 26% and reduce the false 
recalls by 16%. He also raised the question of whether 
both high- and low-voltage pictures might not be needed 
to detect all abnormal pulmonary shadows. So far as the 
dual reading of radiographs was concerned, contrary to 
many, he thought it was probably only necessary during the 
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period of training. Experiments in his own department 
suggested that people were inherently either good or poor 
readers of films. The latter should find other employment. 
The other speakers at the symposium were Dr. F. A. Nasa, 
director of the S.W. Metropolitan Mass X-ray Unit, and 
Professor J. W. Crorton, of Edinburgh. 


Rockefeller Aid to Hungarians.— The Rockefeller Founda- 
tion has made a first allocation of $600,000 for the imme- 
diate relief of Hungarian scientists, scholars, and artists. 
Emphasizing that the Foundation did not expect to embark 
on a programme of general relief, Dr. DEAN Rusk, the 
president, said that in view of the Foundation’s special 
experience relief would be concentrated “ upon those whose 
intellectual and cultural contributions should be encouraged 
tor the benefit of all.” The Foundation will allocate funds 
to universities receiving Hungarian students and provide 
fellowships and grants-in-aid for advanced study where 
needed._-_New York Times, December 8. 


Ipswich and East Suffolk Hospital—On December 8 
Mr. T. M. BLAND, chairman of the hospital management 
committee, opened a new x-ray department in the Anglesea 
Road Wing. Except for the reception bureau the unit is an 
entirely new building, whose cost (about £40,000) has been 
provided from the “free moneys” of the hospital. The 
director is Dr. C. H. C. Darron. The department is de- 
signed to serve not only the in-patients of the Anglesea Road 
Wing but also the greater part of the out-patient and casualty 
service for the whole area. There are four radiographic 
rooms communicating with a dark-room, all air-conditioned. 
Two of the radiographic rooms will have high-voltage trans- 
formers to diminish the radiation received by patients in 
abdominal investigations. 


Trade Effluents.—Sir Freperick ArMeR, chairman of the 
Board of Control and formerly deputy secretary, Ministry 
of Health, has been appointed chairman of a subcommittee 
set up by the Central Advisory Water Committee to inquire 
into the iaw dealing with trade effluents. Any person or 
body wishing to_give evidence to the subcommittee should 
send a to its secretary, Mr. H. R. Povirrzer, 
Secretary, Trade Effluent Subcommittee, at the Ministry of 
Housing and Local Government, Whitehall, S.W.l. The 
committee has the following terms of reference: 


(1) To examine existing legislation and the operation of the 
common law respecting the disposal from trade premises of liquid 
effluents (including solids in suspension), not being radioactive 
effluents; to examine the problems, including financial problems, 
arising therefrom ; to consider whether farm or any other premises 
should be designated as trade premises for the purposes of dis- 
posal of such effluents; and to make recommendations, 

(2) To examine the position respecting Section 8 (2) of the 
Rivers (Prevention of Pollution) Act, 1951 (which requires the 
consent of the Minister before a River Board may take proceed- 
ings under Section 2 or Section 3 of that Act), and to advise 
whether it is desirable to suggest the extension of the operation 
of that provision beyond the term of seven years from the 
passing of the Act and, if so, for what period 


Butterworth Gold Medal.—This award is _ presented 
annually to the College of General Practitioners by Messrs. 
Butterworth and Company, the medical publishers, for an 
essay by a member or associate of the College on a subject 
connected with general practice. The subject for next year’s 
essay is “The Science and Art of Prognosis in General 
Practice.” Essays, identified by motto only (with the 
author’s name and address in a sealed envelope) and not 
exceeding 10,000 words, should be submitted to the chair- 
man of the awards committee, College of General Practi- 
tioners, 14, Black Friars Lane, London, E.C.# not later than 
September 16, 1957. 


Directory of British Research.—The Department of 
Scientific and Industrial Research’s annual directory of 
scientific research—including medicine and its related 
sciences—in British universities and university colleges for 
the 1955-6 session has lately been published (H.M.S.O., 
price 21s. net). For the first time the volume is printed. 
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Ihe first 277 pages are occupied by a summary of the 
research being carried out, with the names of the permanent 
staff concerned, classified alphabetically by university and 
department. Then follow a 52-page name index and a 39- 
page subject index In addition to information about 
research in the various medical faculties and schools, details 
are given about investigations at the Postgraduate Medical 
School of London, the institutes of the British Postgraduate 
Medical Federation, the Lister Institute, and the London 
School of Hygiene and Tropical Medicine. The entries are 
based on information provided by the various departments 
to the British Council. 


Proctology Award.—The International Academy of 
Proctology invites applications for its annual $100 prize 
and certificate of merit for 1956-7. The aw§rd, which is 
tor the best unpublished contribution on proctology or an 
allied subject, is open to physicians in all countries, whether 
or not affiliated with the International Academy of Procto- 
logy. The Academy reserves the right, however, to publish 
all entries in its official publication, the American Journal of 
Proctology. Further details may be obtained from the 
International Academy of Proctology, 147-41, Sanford 
Avenue, Flushing, New York. The last date for entries 
is February 1, 1957. 


Instrument Design.— The Royal Society recently 
announced grants of £2,000 and £1,500 made by the 
R. W. Paul Instrument Fund Committee. This fund exists 
to support British research workers engaged in the “ design, 
construction, and maintenance of novel, unusual, or much- 
improved types of physical instruments and apparatus for 
investigations in pure or applied physical sciences.” Details 
may be obtained from the secretariat of the Royal Society, 
Burlington House, London, W.1 


Consultant to the Army.—Professor A. W. Wooprurr, 
Wellcome professor of clinical tropical medicine at the 
London School of Hygiene and Tropical Medicine, has been 
appointed honorary consultant in tropical diseases to the 
Army at Home. He succeeds Sir Net HAMILTON FAIRLEy, 
F.R.S., who retires under the age limit. 


Edinburgh University—Mr. I. S. F.R.C.S.Ed., 
paediatric surgeon to the Northern Edinburgh hospital 
group, has been appointed assistant director of the Post- 
graduate Board for Medicine. Dr. Mary Moss has been 
appointed an assistant in the General Practice Teaching 
Unit, and Dr. F. Atsert-Recut lecturer in the department 
of clinical chemistry 


Dr. J. S. M. Pollock, formerly public health administrator 
at the W.H.O. regional office for South-east Asia, has been 
appointed chief of the health division of the United Nations 
Relief and Works Agency for Palestine Refugees. He 
graduated at Glasgow. 


Dr. Jean M. Mackintosh, of the Birmingham maternity 
and child welfare department, is to be president of the Sec- 
tion on Health and Welfare of the Family at the Royal 
Society of Health’s annual congress next year. 


Dr. L. F. Freed, lecturer in social medicine and psychiatry 
at Witwatersrand University, has been elected a fellow of 
the Royal Society of South Africa. He graduated at 
St. Andrews. 


COMING EVENTS 


Hospital Coccal Infections.—The Association of Clinical 
Pathologists is; holding a symposium on “ Hospital Coccal 
Infections,” January 2, 10 a.m. to 6.15 p.m., at the 


London School of Hygiene and Tropical Medicine. The 
meeting is open to anyone interested. Programmes from 
Dr. J. N. Cuminos, National Hospital for Nervous Diseases, 
Queen Square, Londen, W.C.1. who would like to know 
the number of those proposing to attend so that tea may 
be provided. 


MEDICAL NEWS 


Training of Microbiologists—A joint meeting of the 
Society for Applied Bacteriology and the microbiology 
group of the Society of Chemical Industry will discuss 
‘Training of Microbiologists,” January 9 at 2.15 p.m., at 
the Beveridge Hall, Senate House, London University. 
Members of the two societies may take guests. Details 
from Mr. D. H. F. Crayson, 2, Old Field Close, Stanmore, 


Middlesex. 


Sherrington Lecture.—-Professor WILDER PENFIELD, O.M., 
F.R.S., will deliver the Sherrington lecture at Liverpool 
University (Arts Theatre, Victoria Building) at 5.15 p.m. on 
January 29. His subject will be “ The Cerebral Cortex of 
Man: An Interpretation of Responses to Electrical Stimula- 
tion.” 


First International Congress of Neurological Sciences.— 
Those from Britain wishing to attend this congress (Brussels, 
July 21-28, 1957—see Journal, December 8, p. 1380) should 
apply for further details to Mr. VALENTINE Locue, F.R.CSS., 
Maida Vale Hospital for Nervous Diseases, Maida Vale, 
London, W.9, and not to the secretary-general of the 
congress as previously stated. 


NEW ISSUES 


British Journal of Ophthalmology.._The new issue (Vol. 40, 
No. 11) is now available: The contents include: 


Srerropsis Derrn Percerrion arrer TREATMENT FOR CONVERGENT 
Sourst. BE. J. Naylor, T. E. Shannon, and A. Stanworth. 

Stanparp CURVE AND THE Limits oF Dark ADAPTATION 
MEANS OF THE GOLDMANN-Weekers ApapTomeTerR. P. Dieterie and 
E. Gordon 

BeHaviour OF Ps. PYOCYANEA IN DIFFERENT CONCENTRATIONS OF PENICILLIN. 
E. G. Millwood and M. Kicin 

ANAESTHESIA FOR INTRA-OCULAR SuRGERY. J. Kennedy Harper. 

STERILIZATION OF INTRA-OCULAR AcRYLIC LENS PROSTHESES WITH ULTRA- 
vioteT Rays. C. D. Binkhorst and F. P. Flu 

LympnocyTomMa OF THE Orsir. B. K. Das Gupta, G. C. Sen, and R. K 
asu 

FprpHora AND THE Bony Naso-cacrimat Canal Calbert I. Phillips and 
Marian George 

PLASMOCYTOMA OF THE Orair. John F. Cogan 

Prooressive Exrernat F. D. McAuley 

KERATO-CONJUNCTIVITIS IN CrYLON. Lioyd M. Weerekon 

Errects of Contact LeNses ON SHort-wave Disrraisurion. B. O 
Scott 

Metnop or Grarts. P. Sivasubramaniam 

MeTHOD OF REMOVING WOODEN SPLINTERS FROM THE CorNea. J. Moss. 

CERTAIN MODIFICATIONS IN MINOR LackIMAL INSTRUMENTS John Foster 

Boox Review, OsiTuary. 


Issued monthly; annual subscription £4 4s.; single copy 
8s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Gabriel.—-On December 6, 1956, in Edinburgh. to Dr. Elspeth (formerly 
Vavie), wife of Dr. Ronaid M. Gabriel, 16, Coltbridge Terrace, Edin- 
burgh, a son—Stephen Grant Julian 

Mills.—-On November 23, 1956, to Mr. and Mrs. R. B. Mills (Sheila I. 
Haldane, M.B., ChB.), c/o B.P.M., Pladju, Sumatra, Indonesia, a 
daughter --Alison Sheila 

On November 8, 1956, at Tremayne, Bearsted. Kent. to Patricia 
(formerly Thould), wife of Dr. D. L. Palmer, a crother for Kevin— 
Martin Graham 

Price.—On December .1, 1956, at Masjid-i-Sulaiman, Abadan, Iran, to 

Kate and Joho Price, a son. 


MARRIAGES 


Goode--Smeed.—On December 8, 1956, at St. Bartholomew-the-Less, Lon- 
don, E.C., Dr. John Howard Goode, of Oaklands, North Holmwood, 
Dorking, Surrey, to Dr. Inez Mary Patricia Smeed, of 26, Tisbury Road, 
Hove, Sussex 


DEATHS 


Dewar.—On November 25. 1956, in Glasgow, Alice Mary Shirra Dewar, 
M.B.. Ch.B., D.P.H., of 23, Doune Terrace, Glasgow, N.W., formerly 
of Newport, Mon. 

Prat.—On November 23, 1956, Francois Roger Marie Michel Prat, M_B.. 
B.S., of Victor, New York, U.S.A., formerly of 22, Blythwood Road, 
Pinner, Middx, aged 29. 

Rabey.—-On November 19, 1956, at the Royal Sussex County Hospital, 
Rabey, M.R.CS.. L.R.C.P., formerly of Manor House, 

ongon, 

Scott.—On November 20. 1956, at the Imber Cross Hotel, Thames Ditton, 
Surrey, Noel Archibald Scott, M.R.C.S., L.R.CP 

Thomson.—-On November 19, 1956, at his home, 7, Twyford Avenue, Lon- 
don, N.. Ian Fream Thomson, M.B., B.S., aged 38. 3 

Waddy.—On November 21, 1956, Sidney Hil! Waddy, L.R.C P&S Ed., 
F.R.F.P.S., of North Lodge, Leicester Road, Branksome Park. Bourne- 
mouth of Huddersfield, Yorks 

~—-On November 8, 1956, Robert de r j 
Courcy Wheeler, M.D., of 
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Any Questions? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Pelvic Radiography Late in Pregnancy 


Q.-!s there any risk in routine radiographs of the pelvis 
during the last month of pregnancy? If so, what is the 
order of the risk, and how does it compare with similar 
investigations in the first trimester? 


A.—The order of the risk resulting from exposure of the 
pelvis during pregnancy to ionizing radiation depends on 
the dose given. The Medical Research Council report on 
The Hazards to Man of Nuclear and Allied Radiations' 
states : “ There is considerable evidence, both from the case 
records of patients treated with radiotherapy and from reports 
published by the Atomic Bomb Casualty Commission, that 
heavy irradiation of pregnant women can lead to the birth 
of children who are either abnormal at birth or who later 
develop in an abnormal way.” One abnormality which 
appears to be associated with such heavy irradiation is 
microcephaly. In the same report it is stated: “The 
evidence from Hiroshima suggests that children irradiated 
between the twelfth and eighteenth weeks of intrauterine 
life are more likely to develop microcephaly than children 
irradiated either before or after this period.” 

Such abnormalities of the foetus would be caused, how- 
ever, only by heavy doses of irradiation, much greater than 
would be delivered in a single radiographic examination, and 
the risk of foetal abnormality from pelvic radiography is 
very slight unless repeated examinations are undertaken. 
The risk of foetal abnormality would be still less if radio- 
graphic investigation was confined to the last month of 
pregnancy. The report quoted above does, however, point 
out that there is, in addition to the risk to the health of the 
individual, a risk of genetic damage from exposure of the 
gonads to any form of irradiation, and recommends that 
there should be a control of the total dose to the gonads 
received by the individual from conception to the age of 
30 years, the most likely child-bearing period. X-ray exami- 
nation of the pelvis of a pregnant woman at any stage of 
pregnancy will give an undesirable gonad dose both to the 
mother and to the foetus, and for this reason, if radiography 
is necessary, the technique should be such that the least 
possible dose is delivered. 


REFERENCE 


* The Hazards to Man of Nuclear and Allied Radiations, Medica) Research 
Council, 1956. H.M.S.O., London. 


Onychomadesis 


Q.—A baby of 1 year lost a fingernail when 2 months old 
which has never regrown, and it has now lost another on 
the other hand. No cause is visible ; the nails just loosen 
and drop out. The skin of the finger whose nail was the 
first to be shed is now continuous over the nail foid. What 
are the possible causes, prognosis, and treatment ? 


A.—Temporary, repeated, or permanent loss of nails, 
without inflammatory or other cause, is a rare congenital 
abnormality that sometimes is familial, Nothing can be 
done to avert the condition. The affection seems to be 
analogous to the falling of hair, and has in fact been re- 
ported in severe cases of alopecia areata. In epidermolysis 
bullosa, another congenital and often familial disease, char- 
acterized by blister formation from negligible trauma, fall- 
ing of nails and their ultimate Joss is common. In that 
condition the loss seems to be determined by trauma to the 
nail matrix following slight trauma on the nail. However, 
spontaneous blistering does occur in epidermolysis bullosa, 


and also apparently spontaneous loss of nails. It may be 
that the condition of onychomadesis—loss of nails—-is a 
forme fruste of epidermolysis bullosa. 


Prostatic Cancer: A Question of Diagnosis 


Q.—Four years ago a man of 60 was diagnosed on clinical 
grounds as having carcinoma of the prostate (he had rectal 
pain, a firm but not hard nodular prostate, no micturition 
symptoms, and a serum acid phosphatase level of 3 units). 
Since then he has had 30 mg. stilboestrol daily. Now, there 
is still no evidence of secondary deposits and the serum 
phosphatase is at its previous level, but micturition symp- 
toms have developed and fairly severe congestive heart 
failure. (1) Is the clinical diagnosis of prostatic cancer still 
tenable ? If it is doubtful, what investigations are indicated ? 
(2) Could the cardiac failure be accounted for solely on 
the basis of the sodium-retaining properties of the stilb- 
oestrol ? 

A.—The clinical diagnosis of prostatic cancer at an early 
stage is notoriously difficult, and there would seem to be 
a reasonable amount of doubt in this particular patient 
whether that diagnosis is correct. The failure of a serum 
acid phosphatase level to fall even from 3 units after the 
amount of stilboestrol that has been taken is a point against 
the diagnosis of carcinoma, The most useful investigation 
now would be an examination of a smear after prostatic 
massage. This must be done by a pathologist who is 
accustomed to the technique of exfoliative cytology. It 
would also be as well to take a plain radiograph of the 
pelvis and lower lumbar spine if this has not already been 
done, 

The cardiac failure may be due in part to the stilboestrol. 
The dose of stilboestrol should be drastically reduced, say, to 
5 mg. daily, and the cardiac failure treated on the usual 
lines. If the micturition symptoms are obstructive and if 
they persist after the control of the cardiac failure, surgical 
treatment of the prostate in one form or another is indicated. 


Selenium Poisoning 


Q.—What are the clinical features of selenium poisoning, 
and how should it be treated? What are the main causes 
of selenium poisoning ? 

A.—Workers using selenium and selenium compounds may 
notice a metallic taste, a garlicky odour of the breath and 
perspiration, and irritation of the nose and throat. Many 
selenium compounds are acid and cause blistering of the 
skin, and hydrogen selenide causes intense irritation of the 
mucous membranes which may last for many days. The 
garlicky odour of the breath is particularly unpleasant, 
and men who work with selenium and selenium compounds 
are often shunned even by their families, so that they 
become anxious and embarrassed. 

Burns, dermatitis, and paronychia have been reported 
in workers exposed to selenium dioxide in the manufacture 
of telephone apparatus, and the fingers, teeth, and hair may 
become stained red. Finely divided selenium dust may cause 
irritation of the nasal mucous membrane resulting in catarrh, 
epistaxis, and anosmia. Hunter’ describes an incident in 
which men engaged in melting scrap metal were exposed 
suddenly to high concentrations of selenium fume. This 
was intensely irritating to the eyes, nose, and throat, and 
the premises were rapidly evacuated. All the workers ex- 
posed noticed the immediate and intense irritation of the 
eyes, nose, and throat, and an unpleasant, sour, garlic-like 
odour to the fume; some complained of a severe burning 
sensation in the nostrils, dryness of the throat, and head- 
ache; and all noticed an unpleasant taste in the mouth 
and an odour of the skin and clothing. All recovered within 
three days, and there were no sequelae. 

Animals grazed on vegetation grown on soils with a high 
selenium content develop acute or chronic selenium poison- 
ing. The effects of ingestion of selenium compounds by man 
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have not been fully investigated, but gastro-intestinal symp- 
toms and garlicky breath are found among inhabitants of 
the highly seleniferous areas of South Dakota and Nebraska 

[he treatment of acute poisoning is symptomatic. 
Ascorbic acid in doses of 10 mg. per kilogram of body 
weight given daily may remove the garlicky odour from 
the breath. 

The main causes of selenium poisoning are accidental 
exposure to unusual concentrations of dust, fume, or vapour 
containing selenium compounds. Selenium is used in the 
manufacture of the selenium cell and for producing hard 
durable rubber; it is added to glassware, coloured inks, 
paints, and plastic. The machining properties of stainless 
steels and commercial copper are improved by alloying with 
selenium. Sodium selenate has been recommended for use 
as an insecticide, but it is an extremely toxic substance and 
certain plants may concentrate selenium picked up from 


treated soil. 
REFERENCE 


* Hunter, D., The Diseases of Occupations, 1955, p. 434. London. 


Occult Blood in the Faeces 


Q.—What is the best method for testing for occult blood 
in the faeces? Is it necessary to restrict the ingestion of 
meat What are the fallacies in the usual tests ? 


A.—The method we have found most satisfactory, because 
it can be adjusted to the degree of sensitivity needed, is 
that using o-tolidine instead of benzidine. A 4% solution 
is made in alcohol, which keeps well, particularly in a 
refrigerator. One part of this is mixed with two parts of 
50%, glacial acetic acid on the day it is required for use. 

To perform the test, four drops of the diluted tolidine 
solution and one drop of 10 vol.% hydrogen peroxide are 
placed in a clean test-tube and allowed to stand for one 
minute to see if the tube is really clean. If there is no 
colour, then one drop of a faecal suspension is added and 
the test read in one to two minutes : blue colour is posi- 
tive, green colours are ignored. The faecal suspension is 
made by placing a piece of faeces, about the size of a pea, 
into 5 ml, of water and boiling. This test is rather sensi- 
tive, and, if it is desired to reduce the sensitivity so as 
to avoid getting too many rather meaningless positives, 2% 
tolidine solution can be used in the initial mixture. This 
has the added advantage cf not crystallizing out in the 
cold 

With the technique described above, unless a consider- 
able amount of meat has been taken, a positive (blue) test 
will not be obtained. Similarly, taking iron will not give 
a false positive, The test can be made more sensitive, and 
then it is possible to detect the small amount of blood in 
meat. It must be remembered that a very much more 
important fallacy is the ingestion of blood from other parts 
of the alimentary tract, such as the gums and nose, and 
the use of glassware which is not absolutely clean. 


Spanking Children 


Q.— What is the current view on corporal punishment for 
children? It seems very difficult to avoid giving an occa 
sional spanking. Does it do any permanent psychological 
damage 

A.—Present-day views about corporal punishment vary 
from total prohibition to the attitude of “It made me what 
Iam.” It is indeed difficult to avoid an occasional spank- 
ing, and parents, when tried too far, should not feel too 
guilty about this, provided that it really is occasional : the 
more one spanks, the more one tends to spank. There is 
no evidence that in moderation it does permanent psycho- 
logical harm to children. However, spanking should be 
regarded more as a relief for parental tension than as a 
useful procedure in bringing up children. Except in a very 
limited sense—for example. during the actual presence of a 
parent—it is not a particularly effective deterrent, and like 
other forms of punishment there is always the risk that if 
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given in excess it will provoke rather than deter. In the 
long run more amiable methods show far greater civilizing 
effects. Parents should not hit their children after adoles- 
cence is reached, whatever the provocation. There is always 
the risk of coming off worse. 


NOTES AND COMMENTS 


Cheeses for Reducing Diets.—Professor JouN YUpKIN (London, 
W.8) writes: In your reply concerning cheeses for reducing diets 
(* Any Questions ?"’ November 10, p. 1131) you discussed the 
matter entirely from the point of view of calorie content. This, 
as you say, depends mostly on their content of fat. May I 
remind you that there has been considerable work in recent years 
indicating that it is not only calories which should be considered 
in reducing diets? In particular, it has been shown that diets 
with the same number of calories are more effective in reducing 
when the proportion of fat is high rather than low. In addition 
to the references in my previous letter in “ Notes and Comments ” 
(November 19, 1955, p. 1282), may I refer you also to the paper 
by Professor A. Kekwick and Dr. G. L. S. Pawan ?' 

REFERENCE 
' Kekwick, A., and Pawan, G. L. S., Lancet, 1956, 2, 155. 


Our Expert replies: The question was answered in general 
terms, and not on Professor Yudkin's implied assumption that the 
amount of cheese eaten would vary inversely with its calorie 
content. Admittedly the point which he raises would have to be 
considered if the cheeses were to be rationed according to a pre- 
decided number of calories. In our answer this restriction was 
not visualized, and it was stressed that the amount of cheese 
accepted as an adequate portion would be an important factor. 
Factors determining the amount eaten, such as taste, might there- 
fore be just as important as the calorie content. It is difficult, 
therefore, to understand Professor Yudkin’s comment that only 
the calorie content of the cheese was considered. 


Spontaneous Cure in Diabetes.—Dr. J. A. Cuatmers (Worces- 
ter) writes: With regard to spontaneous cure of diabetes mellitus 
(“ Any Questions ? " November 10, p. 1131), your reply makes no 
reference to the spontaneous remission which may occur in the 
diabetes which sometimes occurs during pregnancy. We have seen 
several cases which have been confirmed by sugar tolerance tests 
and where the pregnancy has been complicated by foetomegaly, 
toxaemia, etc., which have subsequently shown a complete re- 
mission, even in respect of a post-natal sugar-tolerance test. I 
believe these to be genuine cases of diabetes mellitus and expect 
the patients to develop the condition within the course of a few 
years. The effect of the pre-diabetic state on pregnancy is well 
known, and it is probable that the same factors that produce 
pregnancy changes may in certain instances produce a manifest 
diabetes mellitus. 

Our Expert replies: It is well known that pregnancy may be 
associated with the appearance of diabetes which disappears after 
the pregnancy 1s over, only to recur in subsequent pregnancies 
and ultimately become permanent. Dr. Chalmers’s observations 
are therefore in complete agreement with the experience of many 
others who have worked and written on this subject. 


Books of “ Any Questions ?” and Refresher Course Articles. 
The following books are available through booksellers or from 
the Publishing Manager, B.M.A. House. Prices include postage. 
iny Questions ?, Volumes 2 and 3 (8s. each); Refresher Course 
for General Practitioners, Volumes 2 and 3 (26s. 6d. each inland, 
26s. overseas): Clinical Pathology in General Practice (22s. 3d. 
inland, 21s. 9d. overseas). 


All communications with regard to editorial business should be addressed 
to THe Eprror, Brrrish Mepicat Journat, B.M A. House. Tavistock 
Souare, Lonpon, W.C.1. TeLerpHone: EUSTON 4499. TELEGRAMS: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tevistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
proofs are not sent abroad 

ADVERTISEMENTS should be addressed to the Advertisement Director, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9am to 5 p.m.). 
TeLeruone: EUSTON 4499. TeLeorams: Britmedads, Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. TerepHone: EUSTON 4499. Teteorams: Medisecra, 
Wesitcent, London. 


B.M.A. Scorrisn Orrice: 7, Drumsheugh Gardens, Edinburgh. 
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CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


A meeting of the Central Consultants and Specialists Com- 
mittee was held at B.M.A. House on December 6, with 
Mr. T. Ho_mes Sevvors, chairman of the Committee, pre- 
siding. Members stood in silent tribute to the memory of 
the late Sir Lionel Whitby, formerly President of the 
Association, chairman of the Joint Consultants Committee, 
and a member of the Committee. 

The CHAIRMAN welcomed Mr. C. E. Kindersley and Mr. 
A. M. A. Moore, who had accepted the Committee's invita- 
tion to serve as co-opted members for the present session. 


Resolutions of the Representative Body 


The Committee considered a report’ from its Executive 
Committee on the resolutions of the Annual Representative 
Meeting referred to it for consideration. 

A resolution that the Association should take active steps 
to establish a system whereby the family doctor could call 
in a consultant pathologist to do a post-mortem examination 
on any of his patients who had died of natural causes and 
for whom he could issue a death certificate in the usual 
way, and a further resolution that transport should be avail- 
able for the removal of corpses for post-mortem examina- 
tions at public expense at the request of the general practi- 
tioner, were considered. The latter point had already been 
taken up with the Ministry by the Joint Committee, and the 
Chief Medical Officer had said that if the pathologist was 
satisfied that the interests of research would be served by 
a post-mortem examination there was no objection to the 
cost of transport being met by the hospital management 
committee or the board of governors. On the first point 
the Executive was doubtful whether it would be practical 
to press that a hospital pathologist should always be re- 
quired to carry out a post-mortem examination at the request 
of a general practitioner. It was decided to ask the Con- 
sulting Pathologists Group for its views, however, before 
the Committee reported to the Council. 

Resolutions relating to the employment of general practi- 
tioners in hospitals were next considered, and the Execu- 
tive pointed out that it was the Committee’s policy that 
hospital appointments for general practitioners should be 
open to all practitioners in the area and filled by competi- 
tion, except in the case of joint appointments under the 
trainee-assistant scheme. The report of the Medical Staff- 
ing Subcommittee envisaged a much greater use of general 
practitioners in the hospital service. The Joint Committee 
had discussed the question with the Ministry, but was doubi- 
ful whether more progress could be made until the discus- 
sions on hospital medical staffing generally were concluded 


and the salaries to be offered to general practitioners work- 
ing in different capacities in hospitals agreed. Commenting 
on a resolution that general practitioners should have access 
to hospital facilities, including beds, the Executive Com- 
mittee said that this also was the policy of the Committee, 
but shortage of facilities, and particularly of technical staff, 
made it impractical for an unlimited ancillary service to be 
offered at the present time. 

The Committee next considered a resolution from the 
A.R.M. that the Council had failed to implement a resolu- 
tion passed at the 1955 Annual Representative Meeting 
which stated that the recommendation contained in the 
Bradbeer Report (paras. 20-22) for equal tripartite admini- 
stration of hospitals was not in the best interests of patients, 
and that under no circumstances should medical and nurs- 
ing personnel of hospitals be under the control of lay 
administrators. The Executive recommended that the 
Central Consultants and Specialists Committee should 
adhere to the view expressed in its memorandum on the 
Bradbeer Report: that, while hospital medical staffs must 
have the final authority in the clinical care of patients, it 
accepted the principle of tripartite administration in the 
general running of the hospital. This recommendation was 
accepted. 

The Committee was opposed to a resolution that posts 
in the mental hospital service should be included among 
approved house appointments for the pre-registration practi- 
tioner, except in cases where there was sufficient scope in 
general medicine and adequate supervision to justify a house- 
physician appointment. The Committee promised to keep 
under review the matter of the length of time taken to 
fulfil the pre-registration posts required by the Medical Act, 
1950. A recommendation that all medical grades on the 
whole-time hospital staff should be allowed to pursue the 
practice of their profession in their off-time had already 
been considered by the Committee and regarded as not being 
practical. 

In reply to resolutions urging that the Council should 
assume fuller responsibility for all future claims submitted 
by any section of the profession and that the various sec- 
tions of the profession be informed of the Council’s pre- 
paredness to negotiate directly at the request of any section, 
the Committee decided to inform the Council that in its view 
the present arrangements whereby each of the main branches 
of the profession had its own negotiating machinery should 
be continued. The Committee could not see how the 
Council could assume a fuller responsibility for Whitley 
negotiations, but the Council’s offer to undertake negotia- 
tions on behalf of any section of the profession was wel- 
comed. The Committee would continue to keep the Council 


informed of matters under discussion in relation to the 
hospital and consultant services. 
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Conferences of Consultants and Specialists 


Views expressed by the regional consultants and specialists 
ommittees on the holding of a conference of consultants 
ind specialists in 1957 were considered by the Executive 
(Committee, and as a result the Executive recommended that 
it this stage the Conference should not be made an annual 
event All the current major issues were discussed by the 
1956 Conterence, and it was felt that it would be wiser 
to wait until some new issue arose which would justify 
the holding of another conference. The Executive's recom- 
mendation that no conference be held in 1957, unless such 
an issue did arise, was accepted by the Committee. 

Resolutions passed by the 1956 Conference had also been 
considered by the Executive A question was asked at the 
Conference whether motions could be submitted to the Con- 
ference direct from hospital medical group committees 
without requiring the support of the regional committee, 
and after consideration a recommendation that such resolu- 
tions should normally be submitted to the Conference 
through the appropriate regional committee was referred 
back to the Executive. 

In reply to a suggestion that there should be a review 
of the representation of the Central Consultants and 
Specialists Committee on the Joint Consultants Committee. 
it was pointed out that this representation was reviewed 
during the past session, and no further action was called 
for at the present time. 

Several resolutions were passed by the 1956 Conference 
relating to medical advisory machinery, medical member- 
ship of hospital boards, and hospital medical staffing, all 
of which were considered, and where appropriate were 
forwarded to the Joint Committee for consideration. With 
regard to the resolution that there should be a medical 
advisory committee to each regional hospital board, the 
Committee was reminded that this was already its policy 
und the question was being actively pursued by the Joint 
Committee at the present time. In regard to medical 
membership of hospital boards, the Joint Committee had 
ilready made strong representations to the Ministry that at 
least five members of regional hospital boards should be 
conseltants actively engaged in the region, and that only 
members appointed on the recommendation of medical 
organizations should be reckoned in the medical member- 
ship 

A report by the Committee's representatives on the Joint 
Committee on the discussions with the Ministry on hospital 
staffing was received. Comments were also received on this 
matter from one of the regional committees which strongly 
opposed the suggestion of a sub-consultant grade. It sug- 
gested that the staffing problem would largely be solved 
if young practitioners could be persuaded to spend two 
or three years in hospital work before entering general 
practice and if greater use was made of general practitioners 
in hospitals, but this involved serious consideration of the 
remuneration to be offered. The regional committee sug- 
gested it was fundamentally necessary to re-examine the 
ratio of remuneration between general practice and hospital 
work to ensure that young practitioners were not attracted 
away to general practice because they could reach a more 
satisfactory level of remuneration more quickly in that field 
than in consultant appointments 

These matters are being actively pursued by the Joint 
Committee, and it was decided to await further information. 

It was reported that the Joint Committee had decided to 
reopen with the Ministry the question of the reintroduction 
of moderately priced private beds in hospitals 


Medical Officers of Health and the Hospital Service 


The Joint Committee’s comment upon the recommenda- 
tion of the Guillebaud Committee that a closer liaison 
between the hospital and the local health authority service 
should be effected by appointing the medical officer of 
health or a member of his staff to the medical staff of a 
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hospital and as a member of the hospital medical committee 
was that, although an improvement in the liaison between 
these two parts of the service was desirable, the Joint Com- 
mittee did not feel that it would be obtained by the method 
proposed by the Guillebaud Committee. Concern was 
expressed at the Council meeting by the representatives of 
the Public Health Committee on this comment, and the 
chairman of the Central Consultants and Specialists Com- 
mittee promised that the matter should again be reviewed. 

The Executive Committee put forward the view, which 
was accepted, that it did not appear that this criticism 
was well founded or that the machinery for co-ordinating 
the views of the constituent bodies represented on the Joint 
Committee needed re-examination. The representatives of 
the Public Health Committee had expressed their views to 
the Joint Committee before that body had discussed the 
matter with the Ministry. 


Distinction Awards 


Lord Moran, chairman of the Minister’s advisory com- 
mittee on distinction awards, attended the meeting by invsta- 
tion and spoke on the work and methods of his committee 
in assessing distinction in England and Wales. The Com- 
mittee, having heard his statement with interest, passed a 
resolution expressing confidence in Lord Moran and his 
committee, and hoped that the same methods of working 
might be applied throughout Great Britain. 


Joint Consultants Committee 


The CHAIRMAN presented his report on the work of the 
Joint Consultants Committee and Committee B of the Medi- 
cal Whitley Council. 

It was agreed to take up with the Ministry the question 
of annual leave which had had to be deferred and which 
might not be granted later. It was also reported that at a 
recent meeting of Committee B the Management Side stated 
that :t was prepared, in consultation with the Staff Side, to 
look at individual cases of S.H.M.O.s in consultant posts 
being paid on the consultant salary scale. The Manage- 
ment Side of Committee B had now agreed that long-term 
locumtenents should be entitled to the same proportion of 
annual leave as permanent medical staff. 


Shortage of Nursing Staff, Radiographers, and 
Physiotherapists 


The Committee considered a memorandum submitted by 
the South-east Metropolitan Regional Committee relating to 
the work and position of radiographers in the hospital ser- 
vice. There was a grave national shortage of radiographers, 
and the position was steadily deteriorating. The cause of 
the shortage was diagnosed as due to inadequate salary 
scales and conditions of service, and there was no doubt in 
the mind of the author of the memorandum that the position 
of the radiographers was the worst example of the total failure 
of Whitley machinery and of Committee D of the council 
in particular. It was urged that representations should be 
made at a high level to the Ministry on the matter. Several 
members of the Committee emphasized the seriousness of 
the problem in their own areas, and commented that, if train- 
ing arrangements could be made in the local ficid and a 
policy of decentralization adopted, it might assist recruiting 
from young people who could not afford to live away from 
home as well as pay for their training and examinations. 

It was agreed that the memorandum should be taken to 
the Joint Committee. 

It was reported that the Orthopaedic Group Committee 
was concerned about the shortage of physiotherapists, and 
here again the opinion was expressed that the problem would 
be eased if there were more facilities for training, par- 
ticularly more teachers, the shortage of whom was the result 
of inadequate salary scales. The Joint Consultants Com- 
mittee was again to be asked to take the matter up with the 
Ministry of Health. 
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The policy of the General Nursing Council in regard to 
the number of beds in a hospital approved by them for nurse 
training was raised by a regional committee, as it was making 
the staffing of smaller hospitals extremely difficult. This was 
referred to the joint committee of the British Medical 
Association and the Royal College of Nursing. 


Other Business 


The Committee agreed that the Council should be in- 
formed that it approved the recommendation of the Public 
Relations Committee (which was approved by the Council 
at its meeting on May 2) that it was not the function of the 
British Medical Association to instruct the public on its 
responsibilities for the care of aged relatives, and that 
propaganda to this end should be carried out by the Ministry 
of Health and the religious communities of the country. 

A resolution of the Representative Body asking that the 
Council should discuss with the Government the formation of 
a major casualty service covering the whole country with 
special reference to the position of medical practitioners was 
considered, and it was decided to seek the views of the 
regional committees before giving it detailed consideration. 

A resolution from a B.M.A. Division that all doctors 
should receive the appropriate fees for supplying certificates 
and reports upon patients under their care to interested 
parties, other than the Ministry of Pensions and National 
Insurance, was considered. The resolution arose out of an 
answer given in “ Questions Answered” (Supplement, Sep- 
tember 22, p. 135). The Executive Committee thought that 
hospital medical staffs should have the right to charge fees 
for reports given to patients under treatment when no special 
examination was involved. 

A resolution asking the Committee to recommend to the 
Ministry that hospital management committees should invite 
chairmen and honorary secretaries of hospital group medical 
committees to sit On management committees as observers 
was discussed. It was apparent from the discussion that 
practice in this matter varied considerably and that the 
opinions of members were governed to some extent by the 
practice in their area. The resolution was adopted to be 
forwarded to the Joint Committee. 


MALTA MEDICAL SERVICES 


ADVISER’S REPORT 


Last September the Prime Minister of Malta, Mr. Dom 
Mintoff, appointed Mr. John D. Cronin, M.P., an ortho- 
paedic surgeon and socialist Member of Parliament for 
Loughborough, to advise him on the reorganization of the 
medical services and the eventual introduction of a national 
health service in Malta. Mr. Cronin has now sent his report 
to Mr. Mintoff. 

Mr. Cronin’s investigation had no connexion with that 
recently undertaken by the commission which left for Malta 
in November (Supplement, November 10, p. 181). The 
decision to appoint this commission, of which Mr. L. Farrer- 
Brown was chairman and Sir Harold Boldero and Mr. J. B. 
Oldham were members, was taken in April as a result of 
the settlement reached in the dispute between the Govern- 
ment of Malta and the medical profession in the island 
(Supplement, May 5, p. 263). The commission's task was 
to investigate conditions in the Malta medical service and to 
make recommendations on its future organization, and 
under the agreement its report, which is not yet available, 
is to go to both parties in the dispute. The Maltese doctors 
protested in October against the Prime Minister’s delay in 
appointing the commission. 

In his report Mr. Cronin has avoided questions of re- 
muneration and administration in the medical services. Nor 
does he make recommendations on the recent dispute be- 
tween the Government of Malta and the Medical Officers 
Union. The latter declined to present formal evidence to 


him, but gave, however, a detailed exposition of their views 
on the medical services informally. 


Present Services 


Mr. Cronin reports that hospital patients were receiving 
a satisfactory degree of skill and care within the general 
limitations of accommodation and equipment. An increase 
in the staff and accommodation is needed, and urgently 
so in the mental hospital. In St. Luke’s Hospital, the only 
general hospital, a comparatively small visiting staff have 
individually rather large numbers of beds, and the position, 
in Mr. Cronin’s view, is that a small number of specialists 
monopolize the general hospital accommodation and, by 
inference, the private consultant work. ‘This is not in the 
public interest, he says, and recommends an increase in 
the staff generally and particularly in the special depart- 
ments, together with more registrars, although there is no 
suggestion of inefficient treatment so far. 

Four full-time professors in the main subjects of medi- 
cine, surgery, gynaecology and obstetrics, and pathology 
should be appointed as soon as possible, with facilities in 
St. Luke’s Hospital for clinical work. The students’ clinical! 
studies should be organized on the British teaching hospital! 
pattern and a properly equipped medical school provided. 

The present district medical service, with its insufficient 
salary for government work subsidized by private fees, 1s 
satisfactory for neither patients nor doctors, and, in Mr. 
Cronin’s view, should be abolished. Its structure is funda- 
mentally unsound. 

The setting up of a medical tribunal for investigating 
cases of infamous professional conduct is recommended in 
the report. This tribunal in its procedure and codes of 
conduct should follow the pattern of the General Medica! 
Council in Great Britain, and should have similar powers 
to suspend a doctor's licence to practise in Malta. 


Future National Health Service 


Mr. Cronin sees as the appropriate ultimate goal a 
national health service for Malta on the lines of the British 
Health Service, with free medical attention and free choice 
of general practitioner as a right. The present district 
medical officer service should be incorporated into this. 
It is not recommended that private practice should be 
abolished, as this would be “an intolerable curtailment of 
individual liberty.” A satisfactory health service, however, 
should be so efficient that private medical attention would 
come to be regarded as an unnecessary luxury, and rigid 
safeguards, the report says, would be essential to ensure 
that less satisfactory service was not given to the State 
patient than the private patient. 

Mr. Cronin discusses the possible methods of payment of 
general practitioners, and comes down firmly against a 
salaried service and in favour of the capitation fee system. 
For consultants he recommends sessional fees. 

The health service should be brought in by progressive 
steps, without unduly long intervals, starting with the 
general practitioner service, if necessary by income limit 
stages, followed by a hospital and specialist service and 
later a free dental service. Medicines should be free, but 
“it is essential,” the report states, “that this part of the 
service should be kept under strict control, as extravagant 
prescribing makes it very expensive.” 

The report observes that no satisfactory machinery exists 
for consultation between the medical profession in Malta 
and the Maltese Minister of Health, and the setting up of 
an advisory council is recommended. Views on its com- 
position should be sought from the British Medical Associa- 
tion, the Medical Officers Union, and the Royal University, 
but a body of a similar nature to that which advises the 
Minister of Health in England and Wales is envisaged. 


Correction.—We regret that the list of co-opted members of 
the Coal Gas Poisoning Subcommittee (Supplement, December 1, 
p. 201) omitted the names of Mr. A. J. Penston, assistant secre- 
tary, Gas Council; and Mr. F, C. Smith, formerly secretary, 
Watson House Centre, Gas Council. 
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PROTECTION OF PRACTICES SCHEME 
Following discussions between the G.M.S. Committee and 
the Minister, regulations for protecting the practices of 
general practitioners called up for service in the armed 
Forces during an emergency recognized by the Minister came 
into effect on December 14 

In general terms, the scheme provides that the number of 
patients on a doctor's list will remain fixed during his 
absence, and on his return patients who have left his list 
but have not changed their address will be encouraged to 
return to it. 

It is assumed that a principal will remain on the medical 
list and will make, and pay for, all necessary deputizing 
arrangements. Whilst he is away he will receive his pay and 
allowances from the Services and his National Health Service 
remuneration from the executive council. When a doctor 
joins the Forces the number of patients on his list will be 
fixed during his absence at a number equal to the average 
during the quarters beginning April 1 and July 1, 1956, or 
the two quarters immediately preceding that in which he 
joined the Forces, whichever is the later. Transfers to the 
lists of other doctors by patients who have not changed their 
address will be on a temporary basis. On the doctor's 
return from the Forces, executive councils will notify all 
patients, other than those who have changed their address, 
who were on his list when he joined up but who have trans- 
ferred during his absence, that their original doctor has now 
resumed his practice. These patients will be replaced on his 
list unless they wish to continue on the list of the doctor who 
has been temporarily attending them. In this event the tem- 
porary doctor will be responsible for their treatment, but will 
receive no capitation fees for them for twelve months. The 
fees will be paid to the doctor returned from the Forces. 


PRESCRIPTION CHARGES 

The Ministry of Health has stated that some difficulty has 
arisen since the introduction of the revised prescription 
charges because doctors have ordered repeat supplies of 
a medicine on the initial form 

The correct procedure, which, the Ministry points out, 
has not been changed by the new regulations, is that when 
the doctor considers that treatment should continue longer 
than the first supply of medicine will last he may issue one 
or more additional orders on separate forms (or carbon 
copies of the original form) dated at suitable intervals. Each 
form should be signed. A charge of 1s. is payable in respect 
of each item ordered on each form 

Certain preparations which are required for immediate 
and continuous treatment, but which owing to their pharma- 
ceutical nature need to be freshly prepared and supplied in 
separate containers on successive days, will, as before, be 
so supplied and only one charge will be payable. These 
limited types of medicament are those given in Section 4 (viii) 
and (ix) of Part II of the Drug Tariff, and they are those 
which need special extemporaneous preparation—namely, 
eye drops, some eye ointments, aqueous preparations of 
penicillin for external use, and sterile preparations 


HOSPITALITY 


A Swiss doctor’s daughter, aged 18, would like to visit a 
British medical family on an au pair basis, helping in the 
house and looking after children. She will be free to come 
in the spring, 1957 

A Spanish throat specialist's daughter (17) wishes to stay 
as paying guest with a Roman Catholic doctor’s familv. 
preferably in the London area. She would like to visit 
England after Christmas, and would be willing to arrange 
holiday exchange with a girl of similar age. 

Would anyone interested please get in touch with Brigadier 
H. A. Sandiford, International Medical Visitors’ Bureau, 
B.M.A. House, Tavistock Square, London, W.C.1. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Remuneration Claim 


Sir,—A few months ago I supported a small group which 
considered the economic position of the country unsuitable 
to allow increased remuneration. Now, though the 
economic position is worse, I feel that the Minister of 
Health, by his attitude and manner in refusing to admit 
the justice of the recent remuneration claim, is forcing the 
medical profession into the position of a trade union ; and 
that only trade-union methods are likely to be understood 
by Her Majesty's advisers, who, by accepting the Minister 
of Health's statement on the claim for increased remunera- 
tion, presumably support him. In a word, it is impossible 
to have a gentlemen’s agreement with gentlemen only on 
one side.—I am, etc., 


R. D. 


West Mersea, Essex 


Sir,—Not for the first time I find myself wondering 
whether I am living with Alice on the other side of the 
looking-glass. It seems that Sir John Hawton must be there 
too. What on earth do our negotiators mean by a “ con- 
tractual obligation” which cannot be “enforced by legal 
proceedings in the ordinary way”? Surely this is a plain 
contradiction in terms. By definition a contract must be 
legally enforceable. If our representatives never thought 
that we had a strong legal case, have they spent the past 
few months merely in building up a phony fagade ? 

We were told (Supplement, November 3, p. 173) that the 


Committee was providing a document “setting out . . . the 
more legal aspects of the case.” Did the Committee at that 
date think that it had in fact no legal basis? Again, 


Dr. A. Beauchamp is quoted (Supplement, November 17, 
p. 188) as saying that the case was “quite unanswerable 
from the legal and moral point of view.” Was he then of 
opinion that its justice “could not be enforced by legal 
proceedings in the ordinary way” ? 

Must we now face up to the hard fact that the Negoti- 
ating Committee fully and freely admits that it has led us 
into a position where our whole financial well-being depends 
entirely on the whim of any body of Ministers who may 
hold office at a given time? If this is so, one is tempted 
to think of suitable pendant decorations for any lamp-posts 
which may exist in Tavistock Square.—I am, etc., 
DonaLD M. O'CONNOR. 


Launceston, Cornwall 


Sin,—With reference to our remuneration, some of us 
are becoming increasingly confused and irritated by the 
expressed opinions of the Minister of Health. It should be 
remembered that on the question of doctors’ pay he has to 
accept the orders of the Treasury. To many of us it seems 
that the only point at issue is whether the Government is 
bound by the contract on the basis of the Spens report which 
it entered into with the profession in 1948. In any other 
walk of life this could be established by bringing an action to 
test the validity before the appropriate court of law. This 
could surely be done by the B.M.A. on behalf of the profes- 
sion or by one individual sponsored by the B.M.A. What 
about it ?—I am, etc., 

Eastbourne. P. W. MATHEW. 

Sir.—For ten months now investigations of our case and 
negotiations have been proceeding. The result has been nil. 
We are now five years behind nearly every other section of 
the community in regard to our earnings. How much 
longer is this to be allowed to continue ? 

Arbitration now will presumably take place on the inter- 
pretation of Spens. Let it be at once. If it results in our 
favour, then we have every right to back pay as from 1951. 
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Also there must be a demand for a considerable reconstruc- 
tion of the Service to make it workable. If legalities in- 
stead of fairness means a decision against us, then we have 
been led by the nose into a trap against the wish of the 
majority of us. Let us then resign immediately from the 
Service, in which there is no possible future for the practice 
of medicine. We have dallied for five years when it should 
only have been one. Let us wait no longer.—I am, etc., 

Axbridge, Somerset. N. H. H. GOLLepce. 

Sir,—Until recently I was a member of the B.M.A. I 
cannot afford to continue this membership, as the subscrip- 
tion only adds to my ever-present overdraft. I shall, in 
the next two months, change my car for one which uses 
less petrol; I shall have to consider moving house, as I 
cannot keep up the payments ; and I shall have to review 
my life insurance commitments. I am a “successful” 
junior partner whose practice has increased steadily in the 
past four years, but whose net income is worth less than 
ever. 

I, and many like me, are being left in the lurch by the 
complete inability of the B.M.A. to secure a rapid settlement 
of a just remuneration claim. I have no doubt that the 
claim will eventually be met after a weary trail through the 
courts, but meanwhile I and many others feel rather like 
those “one-man taxi concerns,” whose claims for “ hard- 
ship petrol” are to be heard in the New Year—long after 
they have been put out of business.—I am, etc., 

Blackhill, Co. Durham. F. W. B. BREAKEY. 

Sir.—I am disappointed to find that no one better quali- 
fied than I has written about one aspect of the remunera- 
tion claim—that is, that the same effect would be achieved 
by a reduction in taxation. 

All of us appear to have got into such a “ welfare state 
of mind ” that we have not considered that we, the taxpayers, 
are paying a vast army of civil servants to take money out of 
one of our pockets and put rather less into another, because 
of the cost of the Civil Service administrators. Two 
examples have forced themselves on my notice, and doubt- 
less there are many others : (1) When a doctor employed by 
a regional hospital board is ill, he is compelled to claim 
sickness benefit. For what purpose? In order that the 
regional hospital board may deduct from his salary the 
sickness benefit received. (2) A doctor's wife with a young 
family is compelled to receive family allowances. For what 
purpose ? In order that the doctor may pay income tax 
(and possibly surtax) on them. 

The purpose of these two “ benefits” can only be ease of 
administration. Any organization administered by civil 
servants is bound to be arranged according to regulations, 
framed by civil servants with the object of easing their work 
as well as achieving uniformity. It is high time that the 
power and the number of these civil servant administrators 
was reduced, and the benefit of the consequent economy 
passed on to the hard-pressed income-tax payers.—I am, etc., 
H. C. M. WALTON. 


Swansea. 


Sir,—Having long since abandoned any hope for an in- 
crease in pay, I had a look at my expense sheet and was 
horrified at what I discovered. As a rural practitioner I 
receive a quarterly payment from the mileage fund. The 
last major revision in its distribution was in June, 1950, 
when payment by my local executive council was made at 
the rate of 4.41 pence per unit. At that time petrol was 
3s. Id. a gallon and the price of a typical doctor’s car was 
£550. 

Since then there has been a persistent rise in costs, and 
to-day petrol, as we all know, is 6s. 3d. a gallon and the 
car sells (to those who can afford it) at £871. Meanwhile 
the value of my mileage unit has steadily fallen, and last 
quarter reached a new “low” of 3.91 pence. No doubt 
you will have indignant letters from some of my richer 
colleagues impugning my patriotism for mentioning my 
troubles in a time of national crisis ; but there is an old 


saying that if the orange is squeezed sufficiently hard the 
pips will squeak, and I am just a little pip giving vent to a 
plaintive little squeak.—I am, etc., 

Rye, Sussex. HUGH MANNINGTON. 


Increased Prescription Charge 

Sir,—Sir Max Page (Supplement, December 8, p. 213) is 
of course right. Many gallons of useless medicine are 
poured down many neurotic throats every year. But by 
and large these throats belong to the middle-aged wives 
of wage-earners, and a shilling more or less is not going 
to act as a deterrent. The real worry is the old people. 
It is not perhaps realized the extent to which this problem 
has crept up on us in recent years, but it is quite common 
to find patients of 80 and upwards forming 50% of our 
daily visiting-list. These poor old things live for the most 
part on the ofd-age pension, which allows no margin what- 
ever for shillings, and when their time comes to pass on, 
whether they die from heart failure or cancer or simply 
old age, they commonly take about six months to do so. 
During that time it is our task to ease their passage to the 
next world with whatever drugs are appropriate, and fre- 
quently, as the end draws near, they need quite a number. 
Many of these people flatly refuse to apply for help to the 
National Assistance Board, and I am sure that Sir Max 
would be the first to respect their pride, as we all do. I 
think we would all be satisfied if the Minister would com- 
promise and allow the shilling to be waived for old people 
on production of the old-age pension book.—lI am, etc., 

Felsted. Perer A. WALFORD. 


Sir,—If Sir Max Page had been in general practice he 
would not have written the letter which you print in the 
Supplement of December 8 (p. 213).—I am, etc., 

Dorchester. T. Russet STEVENS. 


Central Pool Distribution 

Sir,—At the end of this quarter we are to receive from 
the central pool £44m. due for the year 1954-5. That repre- 
sents a delay of one and a half years in reimbursing money 
spent on necessary practice expenses. At, say, 5°, a sum 
of over £300,000 in interest has been lost to us. No doubt 
a further sum for the year 1955-6 will be paid in about a 
year’s time, representing another similar sum in interest. 

Is there any reason why a considerable portion, say 75%, 
of the amount due for 1954-5 should not be paid at once 
as a payment on account of the sum due to us for the year 
1955-6? This would enable us to face with a little less 
dismay the inevitable sharp rise in our expenses now that 
the price of petrol, among other things, has been sub- 
stantially increased.—I am, etc., 
B. W. WYLLIE. 


Tenterden, Kent. 


Shortage of Radiographers 

Sir,—May I, as a qualified radiographer and a member 
of the medical auxiliaries, bring to the notice of your 
readers the grave shortage of radiographers in the National 
Health Service wh'ch, if allowed to continue, must bring 
about a breakdown in the diagnostic and therapeutic fields 
of the Service ? It is reported’ that one of the main causes 
for this shortage was the very poor prospects offered, to- 
gether with low salary scales. On November 9, after months 
of protracted discussions, a new salary scale was finally 
announced, starting at £420 for a newly qualified radio- 
grapher and finishing, after many years of experience, at 
£750 for a superintendent and £850 for a superintendent 
in charge of a very large department. Even a teacher of 
student radiographers receives only £750 at the maximum, 
and, of course, these salaries are subject to the usual deduc- 
tions, such as income tax, national insurance, and super- 
annuation. One might argue that it is a fair commencing 
salary, but what of the married male radiographer who 
receives only £485 five years after qualifying ? 

Radiography is certainly an interesting and satisfying job, 
and one gets a feeling of being a useful and very necessary 
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member of the diagnostic team—but are these reasons, taken 
nio account with the new but still totally inadequate salary 
scale, likely to induce modern-day-school-leavers, with cer- 
tificates in mathematics and physics, to enter our profes- 
Little is known about us, although it is a plain 
fact that modern surgery and medicine would be lost with- 
out the radiological team. Most hospitals run a 24-hour 
service, which means that radiographers take it in tern to 
remain “on call” for duties after the normal 
working hours. If radiography still fails to attract suffi- 
cient new entrants the remaining radiographers will find it 
is physically impossible to continue this service; in fact, 
there are at least four London hospitals whose radiographi 
cal departments are so understaffed that patients’ waiting- 
lists are growing each day. It is therefore in the public’s 
interest to assist us in our endeavours to make radiography 
a worth-while career, and so stop the drift of staff abroad 
and into industry._-I am, etc., 


sion 


emergency 


R. R. I. Baxter, 


Berkhamsted Herts Radiographer. 


ReEFeRENCE 
1 Radiography, 1956, 22, 270 
Widows’ Pensions 
Six,—I found Dr. H. M. Jaques’s letter on this subject 
(Supplement, December 1, p. 207) most helpful, because | 
had feared that a great many widows of medical men would 
only receive a yearly pittance if their husbands died soon 
after the qualifying date—July 5, 1958. The widows who 
are bereaved before the qualifying date will receive all the 
husband's superannuation contributions plus the 8% added 
by the Government. This sum should lie somewhere 
between £1,000 and £4,000, so that the doctor wishing to 
augment this amount to a total of £5,500, as Dr. Jaques 
has suggested, need only insure for the difference.—I am, 
etc., 


Slough, Bucks N. C. HyPHer 


S.H.M.O.s and Consultant Appointments 


Sir,—Dr. C. B. V. Walker's letter (Supplement, Novem- 
ber 24, p. 199) describes very adequately the undoubted 
injustice inflicted on 300 S.H.M.O.s who are actually fill- 
ing posts acknowledged to be of consultant grade. It should 
not be overlooked, however, that the overwhelming majority 
of all 3,000 S.H.M.O.s are labouring under equal if not 
greater injustice. One recalls, for example, men qualified 
for consultant posts who have been virtually compelled to 
accept S.H.M.O. jobs because in their specialty no or very 
few consultant posts were being made, though the work 
involved would have required this. Additionally, there are 
many S.H.M.O.s (some of them pre-1948 men) whose posts 
have never been graded. 

Without multiplying examples, I assert without hesitation 
that the only fair and feasible way to solve the S.H.M.O. 
problem is for the whole grade to be reviewed collectively 
and individually with the principle in mind that the grade 
should never have been established and should be abolished 
This is, | believe, the official policy of the $.H.M.O. Group 


and its executive committee.-I am, etc., 
Derby. G. D. 
Sin.—-Dr. C. B. V. Walker's letter (Supplement, Novem- 
ber 24, p. 199) was of great interest, but rather stressed 


the problem of one group of S.H.M.O.s, whom he divided 
into three sections. It is apparent, however, that he over- 
simplified the grading of S.H.M.O.s in not taking into con- 
sideration the other large groups who also wish to reach 
consultant status. 

The S.H.M.O. problem, with its steadily increasing 
numbers and the increasing dissatisfaction being expressed 
in each copy of your Journal, demands a speedy solution 
which can only be brought about by using the already 
agreed criteria for redistribution into the consultant ranks— 
i.e.. (1) those who were doing specialist work before the 
appointed day (July 5, 1948) and who subsequently accepted 
employment in the hospital service under the National 
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Health Service Act, 1946, in the same specialty ; (2) those 
who have held for a period of five years an appointment (or 
appointments) in the S.H.M.O. grade which has involved 
a large measure of personal responsibility in a hospital ward, 
out-patient clinic, special department, or specialist unit—e.g.. 
mass radiography, blood transfusion ; (3) those who have at 
least seven years’ experience in the specialty (as senior regis- 
trars or S.H.M.O.s) and have held an appointment (or 
appointments) as S.H.M.O.s for a period of three years 
which has involved a large measure of personal responsibility 
in a hospital ward, out-patient clinic, special department, or 
specialist unit—e.g. mass radiography, blood transfusion ; 
(4) those who have held an appointment as S.H.M.O. for 
at least two years and who hold a major higher qualification 
(M.R.C.P., F.R.C.S., or M.R.C.0.G.).—I am, etc., 

Liverpool, 16 J. MCCONNELL. 

Sir,—I have learned that it is possible to read a para- 
graph of my recent letter to you (Supplement, November 24, 
p. 199) in a sense which I did not contemplate, and I beg the 
hospitality of your columns to make clear the meaning 
which I attach to the paragraph, which is the one in which 
I attempted to define the second of the three categories of 
S.H.M.O.s which I listed. 

It is fundamental to the understanding of the grievances 
of S.H.M.O.s that they look to the complete abolition of 
the grade, and only regard the proposal of 80% of “ consult- 
ant” pay as a temporary expedient pending abolition. The 
question then arises of the class into which those who are 
not already holding “consultant” posts should be assimi- 
lated. It is accepted that S.H.M.O.s are fully trained in 
their specialty, and so eligible to hold consultant posts with- 
in any projected establishment. From which it follows that 
the logical course in any such reorganization is to recognize 
that the work is of a consultant nature and should be re- 
warded accordingly. At the same time there is ground for 
making a distinction between a recently appointed consultant 
and his senior who during the years has acquired wide clini- 
cal and administrative responsibilities, and this may reason- 
ably be achieved by placing them at different levels on the 
ladder of seniority. It would not be acceptable to create 
a hypothetical sub-consultant grade which would perpetuate 
the injustices and frustrations of the present S.H.M.O. grade. 
—I am, etc., 

Royston, Herts 


C. B. V. WALKER. 


Association Notices 


Diary of Central Meetings 
DeceMBER 
28 Fri. Public Health Committee, 11 a.m. 
Assistants and Young Practitioners Subcommitiee, 
G.M.S. Committee, 2 p.m. 


JANUARY 
Medical Act Committee, 3 p.m. 
Maternity Medical Services Committee, | p.m. 
Fri. Overseas Committee, 2 p.m. 

Fri. Science Committee, 2 p.m. 
j Training Subcommittee, 
Committee, 2.30 p.m. 
Remuneration Subcommittee, Occupational Health 

Committee, 10.30 a.m. 


Occupational Health 


ono 


Wed Private Practice Committee, 2 p.m. 
1 Thurs. G.M.S. Committee, 10.30 a.m. 
29 Arrangements Committee (Edinburgh, 1959), 
2 p.m. 


Meetings of Branches and Divisions 


MIDLAND BRANCH 
The Midland Branch held a dinner at the Grand Hotel, Birm- 
ingham, on November 10, followed by a lecture by Professor 
Thomas Bodkin as invited guest speaker; 255 people attended. 
Professor Bodkin spoke on “ The Doctor's Dilemma—S0 Years 
— Professor A. P. Thomson proposed a vote of 
thanks. 


West Surro_k Drviston 
The B.M.A. lecture was 
Hospital by Dr. W. 
Excursion Through the Ages.” 
were present. 


iven on October 9 at the West Suffolk 
ett, who spoke on “An Alcoholic 
Sixty-five members and guests 
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This isa ROVER year 


lo the improved versions of the three existing models are now 


added two exciting new-comers—the 1osR with fully automatic transmission, and the 105S, 
the most brilliant performer ever to come from Rover. With free-whceel, automatic 


overdrive and fully automatic 2-pedal transmission to choose from, and overall design 


improved by a new front contour, this is indeed a Rover year. 


THE NEW FIVE-CAR RANGE 
Rover’s own fully automatic 2-pedal transmission with 
automatic Whether for effortless 


in traffic or restful long distance touring, the 


@® THE 2-LITRE 60, THE 75 AND THE 90 
These well-established models are now all available with 
This is an 


built-in overdrive. 
driving 
10sR is a notable addition to “Britain’s fine cars”. 


@ THE ROVER 1058S Powered by the same tos bhp. 


automatic overdrive as an optional extra. 
Iternative to the free-wheel on the 2-litre 60 and 75, and 


cives a higher maximum speed and fast silent cruising at 


low engine speeds, with a consequent reduction in engine 
wear and petrol consumption. Top gear flexibility, so 


valuable when driving in traffic, remains unaffected. 


twin carburettor engine as the 105R, this model has a con- 
ventional transmission system with automatic overdrive 


The result is the liveliest Rover in the range, with superb 


acceleration that few cars on the road can match. 


@ THE ROVER 105R A new luxury car fitted with 


Prices including Purchase Tax: 2-Litre Sixty: £1298.17.0; Seventy-five: £1415.17.0. 
Ninety: £1465.7.0; 1055.2 £1595-17.0; 10sR.: £1649.17.0; 10sR. De Luxe: £1696.7.0. 


By Appoiniment 
to Her Majesty Queen Elizabeth if 
Manufacturers of Land-Rovers. 
The Rover Co. Lid 


THE ROVER COMPANY LIMITED - SOLIHULL - WARWICKSHIRE also DEVONSHIRE HOUSE - LONDON 


CVS-324 
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Milk-alkali 
drip therapy 


without a tube 


The most effective control of gastric acidity 1s 


milk-alkali drip therapy; the most convenient way 
of obtaining milk-alkali drip therapy is by sucking 
Nulacin tablets. 

Thus, Nulacin is of great value in the treatment 
of peptic ulcer in the ambulatory patient, and in the 
prevention of ulcer relapse. 

Nulacin tablets are prepared from whole milk 
combined with dextrins and maltose, and incorpor- 
ate Magnesium trisilicate 3.5 grs; Magnesium 
oxide 2.0 grs; Calcium carbonate 2.0 grs; Mag- 
nesium carbonate 0.5 grs; Ol. menth. pip. q.s. 
Their shape, size and consistency are such that, when 
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GASTRIC ANALYSIS. Superimposed eruel fractional tesi- 


meal curves of five cases af ducdenai ulcer 


Dec. 22. 


they are allowed to dissolve slowly in the mouth, 
control of gastric acidity can be achieved. Up to 
three tablets an hour may be required to give con- 
tinuous neutralization of the gastric contents. 

Nulacin tablets are not advertised to the public, 
have no B.P. equivalent, and may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 
Purchase Tax. (Price to Pharmacists is 2/-.) Also 
available in tubes of 12. 

Nulacin is available throughout the British 
Commonwealth, in the U.S.A. and in many other 
countries. It is known as Nulactin in Canada and 
Sweden. 
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NULACIN 
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Chr 
Gasrric ANALYSIS. Some patients as ix 
later, showing the striking neutralizine effect of sucking 
Nulacin tablets (3 an hour Note the return of acidity when 
Nulacin is discontinued 
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Samples available on request 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, 


Bucks. 
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DRAPOLENEisa cream formula- 
ted specifically for the prophylaxis 
and treatmentof urinary dermatitis. 


DRAPOLENE 


CREAM 


Napkin Rash 


PREVENTION and treatment 


The water miscible property of the 
cream allows ease of application and 
facilitates the napkin toilet. The 
application of DRAPOLENE to both 
mild and severe forms of urine rash 
provides a soothing effect which gives 
relief from the distress associated with 
all forms of urine rash. Many infant 
welfere centres confirm that even the 
severest cases respond satisfactorily in 


FORMULA 
Benzalkonwm chloride, 
in a water 
miscible base. 


PACKS 


2oz. tubes. 


1lb. dispensing jars 


four to six days. 


AUSTRALIA: 458-468 Wattle Street, Ultimo, Sydney, N.S Ww. 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 LONDON: 2 Mansfield St., W.1. Phone LANghaim 6056-9 


PRESCRIBE DRAPOLENE HY NAME 


CANADA: Termina! Building, York St., Toronto 
D.1 
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CLASSIFICATION 
APPOIN IMENTS and order of appearance 
Applicants should state name, address, age, nationality, qualifications, and enclose ene 
(unless otherwise specified) one copy each of 3 recent % testimonials with short | P on _ 
statement of experience and appointments held. 
Applications should be sent at once if no closing date is given. Trainee General Practitioners 
Canvassing in any form will disqualify. Sit a » 
uations ca 
SERVICE MEMBERS may have difficulty in supplying recent 
testimonials, but this should not deter them from applying AP IN 1ENTS 
A fully registered medical practitioner who 1s liable for National Service must obtain deferment including pre-registration 
f recruitment in writeme from the Central Medical Recruitment Committee or (in Scotland) under appropriate specialty headings, as follow : 
Scottish ¢ tral Medical Recruitment Committee betfore any appointment 
Ihe position of provisionally registered medical practitioners who are liable for National Blood Transfusi . i 
Service has been made clear in a notice sent to them by the Ministry of Labour and National Cardi — usion Orthopaedics 
Ser ardiology Paedi 
Casualty Pathol 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF Chest and Tb. a DtORY Bs 
Registrar Grades, Whole-time | Dental Physical Medicine 
REGISTRAR. Posts obtained normally not less than two years afier registration as a | rm tic © ery 
nedical practitioner and held normally for two years: £850 per annum in the first year; £965 per Ly ed Plastic Surg . 
‘ um in the second and any subsequent years. If the posi is resident a deduction of £170 per ~palm tee Psychiatry 
’ annum is made || Geriatrics Radiology 
SENIOR REGISTRAR > Posts obtained normally not less than four years after registration Infectious Diseases : 
as a medical practitioner and held normally for four years; £1,100 per annum in the first year; Medicine Radiotherapy 
£1.20) per annum in the second year; £1,300 per annum in the third year; £1,400 per annum cal Rh atology 
im any subsequent years if the post is resident a deduction of £200 per annum is made Neurology ‘ eumatoing 
Other Grades, Whole-time Neurosurgery 
(a) HOUSE OFFICERS Obstetrics and Thoracic Surgery 
(i) Provisionally registered medical practitioners £425 per annum for the first post held; Gynaecology Urology 
£475 per annum for the second and al! subsequent posts held; in the following order : 
° provided that the employing authority (subject in the case of a Hospital Management Committee Consultants, S.H.M.O.s, Registrars. 
to the consent of the Regional Hospita! Board) shall have discretion to determine that the remun- Clinical Assistants, J.H.M.O.s, Senior 
hy eration of any officer holding his first post in the National Health Service as a House Officer House Officers. House Officers, Pre- 
~ shall be £475 per annum if they are satisfied that the officer has held at least one hospital post registrations. ° 
4 outside, of not less than six months’ duration, involving clinical responsibilities equivalent to > 
those of house posts in the National Health Service and supervised by appropriate specialist staff . . « 4 
% (it) Fudly registered medical practitioners £525 per annum for any post held ; Public Health Situations (Non-med.) 
provided that im exceptional circumstances, subject to the consent of the Minister, this rate may Administrative Receptionists, etc. 
- be exceeded by up to 150 per annum where a post cannot be filled otherwise Industrial Consulting Rooms etc 
. In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect Oversea P 
x of board and lodging and other services provided shal! be made and each post shal! be tenable University and Houses and Property 
for six months Research Nursing Homes 
\ ( SENTOR HOUSE OFFICER Posts obtained normally not jess than one year (in Hotels 
Scotland, two years) after registration as a medical practitioner and normally held for one year Personal : 
e only: £745 per annum. If the post is resident a deduction of £150 per annum is made Notices Miscellaneous 
(co) JUNIOR Host iL MEDICAL OFFI ER: Officers who have held house appoint- Educational and Agents 
ments but who are not exzistrars and who have less responsibility than other hospital officers ~ ‘ 
oft non-consultant status: £775 (for an officer appointed not less than one year after full registration Lectures Homes 
as a medical practitioner) by £50 to £1,075 per annum. IW the post is resident a deduction of Rates are shown on the Inside Back Cover 
£170 per annum is made 
ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 
IN ACC ORDANC E WITH THE TERMS AND C€ ONDITIONS OF SERV ICE MAIL The minimum cost is 3s. per week, which 
OF HOSPITAL MEDICAL STAFF separate headings additional 
(21 9/56) Picase state type of vacancy and remit to the 
Advertisement Director, 
¥ 
‘EE : : ESTABLISHED PRINCIPAL, WITH Indian doctor requires Assistant. Lancashire 
PRACTICES (Executive Councils) larae mixed practice Midlands. Nearly full N.HS industrial practice Partnership possibic, but must 
‘ list Anxious to move London or south, family be merited by industry and comscienciousness 
« For vacancies (except those in Scotland) apply on reasons Requires practice or partnership Not Write Box A.3162, BMJ 
Form E.C.16A, obtainable from the Executive exchange to accept substan- Indian M.R.C wants male Assistant, 
j on poe tal reduction in income mple capital for housc April 1, with G.P. and Obstetric experience, own 
nd Council. Mark envelope “ Vacancy. Box PR.3170, BMJ car, any nationality, for Birmingham Salary 
by arrangement. Possible view.-Box A.3152 
BROOKE, Norfotk BMJ 
PARTNERSHIPS (Offered) Married Assistant wanted, County Durham. 
Applications ate invite or rural vacancy, duc Unfurnished house available View to suitable 
to death 7 miles South-East of Norwich. List PARTNER, PRELIMINARY ASSISTANTSHIP. applicant by Box 
approximately 1.290 (all dispensing) Residence North of Midlands Excellent prospects. Capital BMJ 
and surecry available by purchase Inte required house purchase.-Box PA.3160, BMJ Young unmarried Assistant, no view. Kent 
mediatc area Apply, on Form E.C.16A. not coastal town Live out. Car essential. Starting 
later than January & 1957, to R. J. Cobb. Cler 5e Tre = . January 1 Inclusive salary £1,050.—-Box A.3154, 
the Norfotk Executive Council, $4, Prince ASSIST ANTSHIPS VAC ANT BMI 
« No ch (7064 
Wales Road — : Box A.2974 thanks all applicants. Vacancy now 
filled 
Wanted, Assistant, male, January 1, for six ASSISTANTS AVAILABLE 
owner preferre Assistan required, view and rural practice 
‘. Wanted, male Assistant with view to early preferred Conjoint London H tal HS 
CENTRAL LONDON, N.H.S, 3,100, OFFERED. 
London suburb. Brighton preferred Small list partnership Practice in Chorley Lancs Panel R.AF.. G.P Some obstetrics Car owner 
considered.—Box PR.3172. BMJ 3,375 House available.—Box A.3174, B.MJ Married. one child Capital house purchase 
: An Assistant is required with view to partner- Available now —Box A.3060, BMJ 
: ship in private practice in N.E. coast town. Send A West African postgraduate. single, willing to 
application and names of three referces to Box do night duty for G.P. in London Available 
anaum house Overlooking sca requires A.315S. February Will discuss terms Box A.3158. B.MJ 
income elsewhere, preferably on coast and singl Assistant for evening surgeries, Keaton, Harrow, Experienced woman doctor seeks part-time work 
4 For sails , Pra immediately after Christmas.—-Box A.3165, BMJ London No ties Own car and telephone 
= Assistant, male or female, wanted, Nottingham. Box A.308!1, BMJ 
Advisory Bureau, B M.A. House. Tavistock Square Furnished ff i lg 1 
london WCI | Furnished at and salary €1.100 including car 
| allowance..-Box BMJ 
Assistant required, married, eventual partner- 
ship and succession House available Pleasant TRAINEE GENERAL 
part of North-East Coast. Northumberland State 
PRACTICES (Wanted) age. qualifications, G.P. experience only and when PRACTITIONERS (Vacant) 
availabie Box BMJ 
OPHTHALMIC PRACTICE WANTED. OR Assistant wanted, January. Group practice Male Trainee wanted. Rural practice. Evan- 
practice of ophthalmologist already retired. W.1 provincial town Northern Irelan Salary by gclical Christian Knappett, Litcham King’s 
area preferred —Box PR 674, BMJ arrangement.—Box A.3175, B.MJ. Lynn 


Dec. 22, 1956 


Trainee General Practitioners—contd. 


Irainee, male, single, wanted. Hebrides.— Box 
T 3082 BMJ 

Trainee required in partnership of three in 
picasant practice North London. Cottage hospital 


Live out Car essentia Box 1.3176, BMJ 
Trainee wanted in country practice in South 
Devon, car essential Box T.3159. BMJ 


LOCUMS (Vacant) 


Bow Group Hospital Management Committee 


Locum Tenens Registrar in Surgery 
required at Poplar Hospita East India Dock 
R j E.14. for approximately two months as 
from January 1 1987 Applications to Hospital 
Secretary (6947) 


Royal Eye Hospital 


Lambeth Group Hospitai M itlee 


Applications are invited for the post of 
Locum Senior Howse Officer 
from January t March 31, pending an appoint- 
ment being made on April I, 1987 Applications 
together with copies of recent testimonials, sh d 
be made to the Secretary, Roval Eve Hospital 
St. George's Circus, S.E.1, as soon as possible 
(6822) 


W bittington Hospital, London, N.19 


Locum Tenens ‘Orthopaedic Registrar 
required from January 1, 1957, for three months 
in the first instance Large fracture clinic Appli- 
cations, with the name of one referee, to Medical 


Superintendent by December 31. 1956 (6823) 


Whittington Hospital, London, N.19 


Locum Tenens Assistant Orthopaedic Surgeon 
required from February 18, 1957, for three months 
in the first instance Applications, with the names 
of two referees, to Medical Superintendent by 
January 7. 19587 (6824) 


Barnet General Hospital, Weilhouse Lane, 
Barnet, Herts 


Locum Tenens Registrar in Pathology 
required January 1, 1957 Apply to Hospital Sec- 
retary (Barnet 7421) (6668 


Brighton and Lewes Hospital Management 
Committee 


Applications are invited for the post of 

Locum Registrar in Anaesthetics 
in the Brighton and Lewes Hospital Group The 
post will be vacant on January 1, 19 and will 
continue for apr ximately six to cight weeks 
pending the making of a substantive appointment 
Applications, with details of previous experience 
Qualifications and names of two referees, to be 
Brighton 


sent immediatcly to Group Secretary 

and Lewes Hospital Management Committee 
Royal Sussex County Hospital, Brighton 
(Brighton 29155) (6888) 


Ipswich and East Suffolk Hospital 
Anglesea Road Wing 


Locum Tenens Casualty Officer 
Senior House Officer grade, required from January 
21 to February 9, 1957 Applications, with full 
particulars, to Hospital Secretary (6841) 


BRITISH MEDICAL JOURNAL 


19 


South-Western Regional Hospital Board 
Applications are invited tor the maximum 
Part-time Locum Tenens Appointment 
as Consultant in Orthopacdic and Traumatic Sur- 
gery, based at Mount Gold Hospital, Plymouth 
for a m d of mine weeks commencing January 
21 as Duties can be rearranged to enable 
applications from S.H.M.O.s or Senior Ree 
t be nsidered Applications, stating date of 
birth, qualifications and xperience, together with 
the names and addresses of two referees, should 
¢ sent immediately to the Secretary of the South- 
Western Regional Hospital Board Tyndalls 
Park Road, Bristol, 8 (6930) 


strars 


Sussex Eye Hospital, Brighton 


Part-time Locum Consultant in Ophthalmology 
Applications are invited from suitably qualificd 
and experienced practitioners to fill a post as part- 


ume Ophthalm ylogist (five sessions a week) from 
January . 195 for about four to five months 
Applications should be sent immediately to the 
Group S« tary Brighton and Lewes Hospital 


Management Committec Royal Sussex County 
Brighton 7 (Brighton 29155), from 
varticulars may be obtained 6749) 


Welsh Regional Hospital Board 


Whole-time Locum Tenens Consultant Psychiatrist 
required Morgannwe Hospital Bridgend, imme 
diately for approximately three months Applica- 
tions, naming two referees, to S.A.M.O Tempic 

Peace, Cathays Park, Cardiff (6958) 


Wigao and Leigh Hospital Management 
Committee 


Locum Assistant Chest Physician (S.H.M.O.) 
or Locum Registrar 

Post available as from January |. 1957 Duties 

nclude work at two busy Chest Clinics and oppor- 

tumitics gain experience in thoracic surgical 

unit Applications, with names of two referees 

to Secretary, Knowsley House, Wigan (6650) 


Worthing Growp Hospital Management Committee 
Southlands Hospital, Shoreham-by-Sea. Sussex 


Locum Tenens Registrar 
for Obstetrics and Gynaecological Department 
from January 1, 1957 Telephone No. ; Shoreham 
2381 A. V. Oakton, Group Secretary (6843) 


LOCUMS (Available) 


Locum available, own car, live in. Box L.3167, 
MJ 


Locum available mid-January and February. 
Own car.—Box L.31%6. B.MJ 

Registered Practitioner, H.P., H.S.. Obstetrics 
and Gynaecology, three years Services, availabie 
January only. North Devon arca preferred Full 
or part time Car —Box L.3166. BMJ 


SITUATIONS (Wanted) 


MLR.C.S. (1950) secks situation in Sheffield area, 
anything considered except G.P.—Box S.3163, 
BMJ 


APPOINTMENTS 


ANAESTHETICS 


Menston (Mental) Hospital, near Leeds 


Locum Tenens Junior Hospital Medical Officer 
required, to commence duty early January, 195 
Residential accommodation for single person 
Applications to Physician Superintendent, stating 
age civil state qualifications experience and 
names and addresses of two referees (6982) 


Park Prewett Group Hospital Management 
Committee 


Applications are invited for the appointment of 
Locum Tenens Junior Hospital Medical Officer 
Conditions of service in accordance with national! 
recommendations Salary £17 10s. per week 
Please state psychiatric experience and names of 
two referees Applications to the Group Secre- 
tary, Park Prewett Hospital, Basingstoke (7030) 


Regional Board 


Locum Resident Resistrar (Orthopaedics) 
required. Scunthorpe and District War Memorial 
Hospital. Remuneration £17 10s. per week. Apply 
Secretary, Sheffield Regional Hospital Board. Old 


Fulwood Road Shefficid, naming two referees 
(6842) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSL LT ANT ANAESTHETIST 
(five h.d.p.w.) 
required for the Chichester Group of Hospitals 
Duties will include some wor at Graylingweil 
(Menta!) Hospital Applications by letter (five 
copies), giving date of birth, qualifications, experti- 
ence, three referees, to Secretary (S.1), S.W. Met 
R.H.B., lla, Portland Place, W.1, by January 
19. 1957 Applicants may visit hospitals by local 
arrangement (6813) 


NEWCASILE REGIONAL HOSPITAL BOARD 
West Cumberland Group of Hospitals 
ANAESTHETIST (S.H.M.O. scale) 
Whole-time or maximum part-time. for West 
Cumberland Group of Hospitals. Main hospitals 
Whitchaven Hospital! (124 beds) Workington 
Infirmary (118 beds) The appointee will be 
required to reside in or within five miles of White- 
haven Applications. together with names and 
addresses of one to three referees, to be sent to 
the Senior Administrative Medical Officer, 72, 
Warwick Road, Carlisic. within 28 days. (6931) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME ASSISTANT ANAESTHETIST 
(S.H.M.O. grade) 

quired for the Kingston (Surrey) Group of Hus 
Ditals Candidates must possess Appl 
cations by letter (five copies), giving date of buirtt 
qualifications, experience, three referees, to Secr 
tary (S.1), S.\W. Met. R.HB., tla. Portiand Plac 
W.1, by January 19, 1957 Applicants may visit 
hospitals by local arrangement (6825) 


ST. MARY'S HOSPITAL, Paddington, W.2 


Applications are invited for the post of 
SENIOR REGISTRAR IN ANAESTHETICS 
F.F.A.R.C.S. essential The appointment is for a 
first period of 12 months as from a date to be 
arranecd Applications, stating nationality date 
of birth, qualifications with dates, details and 
National Health Service gradings of previous and 
present appointments, together with the names and 
addresses of three referees, should reach Alan 
Powditch, House Governor, not later than January 
2, 1957 (6737) 


ST. MARY'S HOSPITAL, W.2 


Applications are invited for the post of 
WHOLE-TIME ANAESTHETIC REGISTRAR 
Candidates should possess the DA The appoint 
ment ws for a first period of 12 months as trom a 
date to be arranged Applications, stating nation 
ality, date of birth, qualifications with dates, details 
and National Health Service gradings of previous 
and present appointments, together with the names 
and addresses of three referees, should reach Alan 
Powditch, House Governor, not later than January 
2. 1987 (6748) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Preston and Chorley Hospital Management 
ittee 
Preston Royal Infirmary 


Applications are invited for the post of 
REGISTRAR IN ANAESTHETICS 
Post recognized for F.F.A.R.C.S. examination 
Vacam January |. 19*7. Application forms obtain 
able from the Group Secretary, Royal Infirmary 
Preston, Lancs (6581) 


REDHILL COUNTY HOSPITAL 
Eartswood Commen, Redhill 


REGISTRAR IN “AN AESTHETICS 
Whole-time resident appointment recognized 
FF ARCS, and D.A Married quarters avail- 
able, partly furnished Application forms from 
Secretary, Redhill H.M.C., Eariswood Mount, Pen- 
dieton Road, Redhill, Surrey (6844) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 

Applications are invited for an appointment as 
whole-time 

SENIOR REGISTRAR IN) ANAESTHETICS 
to fill a vacancy in the approved trainee cstablish- 
ment at the Tunbridge Wells group of hospitals, 
for duty mainly in the Plastic Surgery and Jaw in- 
juries Centre at the Queen Victoria Hospital, East 
Grinstead Experience is available in gencral as 
well as specialized anaesthetics. Candidates should 
have had general ecxpericnce in Anaesthetics and 
hold the D.A. or F.F.A The appointment will be 
in accordance with the Terms and Conditions of 
Service of Hospital Medical and Dental Staff (Ene- 
land and Wales). and will be for one year in the 
first instance Applications, giving particulars of 
age, qualifications and experience, with relevant 
dates, together with the names and addresses of 
three referees, to be sent to the Sccretary, Regis- 
trars Committee, South-East Metropolitan Regional 
Hospital Board, 11, Portland Place, London, WI 
not later than January 12, 1957 (H845) 


WESTERN REGIONAL HOSPITAL BOARD 


Application are invited for the following 
appointment, which will be for one year in the 
first instance 

REGISTRAR IN) ANAESTHETICS 
based at the Dumfries and Galloway Royal 
Infirmary Applications (12 copies), stating date 
of birth, qualifications, experience, present appoint- 
ment, and the names of three referecs, to reach 
the Secretary. Western Regional Hospital Board 
64, West Regent Street, Glasgow, C.2. by January 


12. 19587 This appointment is subject to the 
National Health Service (Scotland) (Superannua- 
tion) Regulations (7052) 


BURTON GENERAL HOSPITAL (250 beds) 


J.H.M.O. ANAESTHETIST 
Resident or non-resident, required. Recognized 
for D.A. Applications to Group Secretary, General 
Hospital, Burton-upon-Trent, as soon as possible 
(6999) 
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—contd. 


ST. ALFPEGE'’S HOSPITAL 
Greenwich, (373 beds) 
Recognized for D.A. 


Anaesthetics 


(Anaesthetics) 
carly February Appointment 
Salary £745 per annum, ic%s 
residence 
Secretary, G & 


ant 


annum for 


D/HM¢ 


mona 
H ta 


and F.F.A.R.C.S. 


RESIDENT SENIOR HOUSE OFFICER 


for Six 
£150 per 


Applications and testi 


ata 
(hH41) 


THE LONDON HOSPITAL, 


Applications are invited for the post of 


Whitechapel, E.1 


SENIOR HOUSE OFFICER 
t the Department of Anaesthetics becoming 
vacant on March 1, 1957 Applications (six copies) 
together with six copies of three recent testi 
monmals, sh d be received by the undersigned 
by D mber 19%¢ (689 
THE MILLER GENERAL HOSPITAL 
Greenwich, 8.8.10 (180 beds) 
Recognized for D.A. and F.F.A.R.C.S. 
RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 

Vacant carly February Appointment for six 
months Salary {£745 per annum ss £150 per 
annum for esiden Ar tons and Ics 
n Secretary, G D St 
Alfege’s Hospital, Greenwich, E.10 6642) 


HOSPITALS 


The fol fail vacant on 


wing Posts w 
SENIOR HOUSE OFFICER 

Perth Royal tofcmers 
SENIOR HOUSE OFFICER 


COUNTY AND CITY OF PERTH GENERAT 


February 


Anaesthetics) 


( Anaesthetics) 


Bridge of Earn Hospital. 
t of enized nder t regulations for 
DA F.F.A Apr ition details 
tions x and 
of tw referees should c sent 
M jent. Perth R 
P (69 
GLOUCESTERSHIRE ROVAL HOSPITAL 
4225 beds) 
RESIDENT ANAESTHETIST 
SHO. j Post for the 
I ARCS nd v nt on or at t December 
hir Royal Hospital, South 
69 
IPSWICH AND EAST SULPPOLK HOSPITAL 
Heath Road Wing, Ipswich (274 beds) 
Ant n re invited for the post of 
SENIOR HOUSE OFFICER 
(Reddent Anaesthetist) 
\ 1987 The post, which ix 
r n vear's duration is recognised 
f the DA. and the F FAR CS. examinations 
A ications stating ag nationality togcther 
“ recent testimonials, t Hospital Secretary 
(656)) 
st. HELENS AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Whiston Horpital, Prescot (892 beds) 
ANAESTHETIST 
An ations are invited for the appointment of 
t fent Anacsthetist at the above hospital The 
s in the Senior House Officer grade, and is 
r en if training for the Fellowship of the 
An sthetists Anplications stating 
« yua thons id expe;ricnce and giving tw 
f r should be sent to the under 
siencd mediately N_ Richards, Secretary, Group 
a Whiston Hospital, Prescot (6904 


BLOOD TRANSFUSION 


BLOOD 
Brentwood, Exsex 


JUNTOR HOSPITAL MEDICAL OFFI 

Required for full-time duties with mobi 
at donor sessions Opportunities for tra 
blood trans n serology Salary £77 
to £1,075 per annum Applications, giv 
qualifications xperience and names 


referees, to the Director as soon as possi 


NORTH-EAST METROPOLITAN REGIONAL 
TRANSFUSION CENTRE 


CER 
teams 
ining in 
by £50 
ing age, 
of two 
bic 
(6582) 
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CARDIOLOGY 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


APPOINTMENT OF REGISTRAR 


Applications are invited for a whole-time post 
as Regist for Cardiac Catheterization and Angio- 
urdiographic Department the Royal Victoria 


experience an 


Hospiua Belfast Cardiological 
terms and con 


essentia The 


ditions will be in accordance with the application 

f the Spens Report to Northern Ircland Appli 
cations to be made n a form obtainable (with 
further particulars) from the Secretary, Northern 
Ireland Hospitals Authority, 44-46, Queen Street 
Belfast, and to be returned not later than January 
9 1947 (6917) 


CASUALTY 
BATH HOSPITAL MANAGEMENT COMMITTEE 


Applications are invited from registered medical 
practitioners for the post of 
CASUALTY OFFIC FR 
at the Royal United Hospital, vacant January 9 


1957. It is graded Junior Hospital Medical Officer 


exceed 


nd the period of appomtment will not 

two years Applications, stating age, qualifications 
nd experience with the names of two referees, 
should be sent t the Group Secretary, Manor 
Hospital, Combe Park, Bath. as soon as possible 
The post is recognized for the Final Fellowship 
xamination of the Royal College of Surgeons of 
England 6826) 


VICTORIA JUBILEE 
North Shields 


INFIRMARY, 


OFFICER 
which 
Officer 


RESIDENT JUNIOR CASUALTY 
for whole-time duty in Casualty Department 
is under the direction of a Senior Casualty 

HMO r SHO. erade, acco 

Applications, with names f two referees 
“Gr uup Secretary Preston Hospital, 


Sh Is 


LAMBETH HOSPITAL. 


(6si4 


Drive, S.E.11 


Applications ar inv f appomtment as 
CASI OFFICER 

Vacant February |, 195 The successful candi- 
jate will be required to try out cum dutics 
m January 14, 1957 Tt post ms graded as 
r HO. according to perience and is 
ed for the F.R.C.S ‘ » forms 
} Physician Superintendent stam ! 
:ddressed nv p sh d be en sed 64) 

MILLER GENERAL HOSPITAL (180 beds) 


Recognized for the F.R.C.S. Examination 


SENIOR HOUSE OFFICER 


Casualty Department Vacant carly February 
Six m appoimtment (renewable) 
Prev Hous er experience essential alary 
£745 per annum. less deduction of £52 per annum 
for meals Applications to Secretary, G. and D 
H™M¢ St. Alfege’s Hospital, Greenwich, S.E 10 


ST. NICHOLAS HOSPITAL, Plumstead, 5.E.18 
SENIOR HOUSE OFFICER 

(Casualty, Orthopaedic and Fracture Departments) 

Vacant now Recognized for F.R.C.S Six 


months’ appointment and may then be renewed 
Salar £745 per annum ss £150 per annum for 
residence Apply t Group Secretary, Memoria 
Hospita Ww wich, S_E.18 029) 


WILLESDEN GENERAL — 


Harlesden Road, N.V 
RESIDENT CASt OFFIC ER (S.H.0O. grade) 
95 


Wanted January Six months’ appoint- 
ment Post under Fellowship regula- 
uions Applications with full particulars and 


references, to Hospital Secretary by December 2 
19%¢ (6724) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 


RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) 


with attachment to Pacdiatrician and Ophthal- 
mic Consultant. Salary £745 per annum, tess £150 
per annum residentia! emoluments Recognized 


under FRCS reguiations Appointment to 


commence immediatcly Apply. with full details 
and references, to Group Secretary Hertford 
HMC County Hospital, Hertford, Herts. (6664) 


NOTTINGHAM GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFIC 
dutics to commence January 31 7 Establish- 
ment thre Recognized for Rc Post offers 
wide experience of casualty work Applications 
Stating agc nationality, qualifications and experi- 
ence, togethcr with copies of testimonials, to be 
sent to Secretary, General Hospital, Nottingham 

$710) 


Dec. 22, 1956 
NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 
Shotiey Bridge General Hospital, Shotley Bridge. 
Co. Durham (557 beds) 
Applications are invited for the following resi- 
dent post 


SENIOR HOUSE OFFICER (Casualty) 


Salary £745 per annum according to expericnce 
Deduction of £150 per annum for boarc dging 
etc Twelve months’ appointment Post recog- 
nized for F.R C.S Applications, stating age, quali- 


copies Of two 


fications, experience, and nclosing 
recent testimonials, to the Sccretary Super stten- 
dent 7040) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post o! 
RESIDENT SENIOR HOUSE OFFICER 
(Area Accident and Orthopaedic Department) 
vacant mid-December, recognized for FRCS 
Duties including work im area casualty department 
at Battle Hospital, Reading (300 beds) Person 
appointed will work with Registrar and House 
Officers Apply, stating nationality, present post 
and qualifications, with dates, together with names 
f two referees, to Group Secretary, 3. Craven 
iding 


GWENT HOSPITAL, Newport. Mea. 
10 residents) (Recognized F.R.C.S.) 


SENIOR HOUSE OFFICER 
required for Casualty Department carly 
resident or non-resident SHM.©O. in full-time 
charge and there are also two Senior House 
(officers Salary £745, less £150 board residence, 
if resident. Good experien Write. quoting two 
referees, to J A Jones. Group Secretary, 64, 
Cardiff Road, Newport, Mon (6801) 


ROYAL 
(260 beds 


January 


Richmond, Surrey 
(121 beds) 


ROYAL HOSPITAL, 
Acute General Hospital 
Applications are invited for the non-resident 
CASUALTY OFFICER 
grad Post vacant December 18 
Officer at the abov 


1956 
to the 
(6565) 


SHO 
Applications 
Administrative 


ROYAL SOUTH HANTS HOSPITAL 
Southampton (278 beds) 
(Recognized for F.R.C.S.) 


CASUALTY OFFICER 
(Senior House Officer grading) 


required mid-January Applications vith copicsa 
of testimonials, to be submittcd s. 8 nm as pos 
sible to the Secretary, Southampton Group Hos- 
pital Management Commitice, Bullar Street, South- 
ampton (70644) 


SIDCLP AND SWANLEY HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
(Casualty and Orthopaedic) 


required immed ately The successful applicant 
wil] serve three months in the Orthopaedic Depart- 
ment and three months as Casualty Officer The 
post is recognized under the Fellowship Regulations 
as a period of six months’ Casualty training Appli- 


cations stating ag qualifications and experience, 
together with names and addresses of two referees, 
hould be sent to Secretary, Queen Mary's Hospital, 
Sidcup, Kent (6891) 


SOUTH SHIELDS INGHAM INFIRMARY 


(158 beds) 


CASUALTY OFFICER 
(Senior House Officer or Pre-registration) 


required carly Ly mee to work under the super 
vision of Seni Casualty Officer Post recognized 
by Royal Colleges Applications to House 
Governor and Secretary (6716) 
SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COM’ TEE 


Applications invited for the appointment of 
SENIOR HOUSE OFFICER 
as Casualty Officer and Orthopacdic House Surgcon 
at Great Western Hospital, Swindon Post 
recognized by R.C.S. for six months of year's 
training under Fellowship regulations Work of 


accident and orthopacd department, associated 
with Nuffield Orthopaedi Centre (Wineficid 
Morris Orthopaedic Hospital), Oxford, includes 
large number of industrial injuries Salary #745 


Per annum, less charge for residential emoluments 
Full details, and names of three referees, to Sec 
retary, 7, Okus Road, Swindon, Wilts. immediately. 

(6827) 


@& 


Dec. 22, 1956 


Casualty—contd. 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital (309 beds), Middlesbrough 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Casualty) 

at the above Hospital The appointment offers 
excellent experience in a very busy Department 
for which there is a whole-time Senior Casualty 
Officer and two whole-time Senior House Officers 
Applications Stating tull details and giving 
names for reference, should be addressed to the 
Secretary General Hospital Ayresome Green 
Lane, Middlesbrough (6640) 


TORBAY HOSPITAL, Torquay 


RESIDENT CASUALTY OFFICER 
(Senior House Officer status) 
required There is a complement of six Resident 


House Officers Applications, as soon as possible 
(quoting Ref F.955 76), stating qualifications, 
nationality, age with copy testimonials, to the 
Group Secretary Torquay District Hospital 
Management Committee, Torbay Hospital. Torquay 
S. Devon (6913) 


BIRMINGHAM ACCIDENT HOSPITAL 
Bath Row, Birmingham, 1: 
QS beds and 8 House Surgeons) 


HOUSE SURGEON (Resident) 


Pre-registrati m post vacant January 23, 195 


Recognized r purpose of Casualty by R.C.S 
(Eng.) lea hing programme by Consultant Staff 
Appointment for six months, some of which may 
be spent at applicant's request, in 42-bedded 
Medical Research Council's Burns Unit Apply 
naming two referees, to Administrator within seven 
days of this advertisement (Pr.67¢ 


LISTER HOSPITAL, Hitchin, Herts 


Applications are invited for 
RESIDENT HOUSE SURGEON 
for duty with Accident Service and as Orthopac- 
di House Surgcon Recognized as pre-registra- 
tion post and for F.R.C.S and becomes vacant 
on January 17, 1957 Applications to be sent t 
Medical Administrator, Lister Hospital, Hitchin 
as soon as possible (Pr 6566 


ROYAL SUSSEX COUNTY HOSPITAL (312 beds) 


TWO CASUALTY HOUSE SURGEONS 
Duties include work in Orthopaedic and Trau- 
matic Unit Vacant mid-January and February 
Recognized for pre-registration and F.R.C.S 
Applications, stating usual parliculars and naming 
two referees, to the Administrative Officer, Royal 
Sussex County Hospital, Brighton (Pr.6408) 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT CHEST PHYSICIAN 
whole-time, Senior Hospital Medical Officer grade 
Hounsiow Chest Clinic, 28, Bell Road, Hounslow, 
Middlesex. Associated with the clinic are 26 beds 
in Ashford Hos i, and 35 in West Middlesex 
Hospital Candidates should have good gencral 
cal experience and special experience in 
ment of tuberculosis and discases of the chest 
Clinic may be visited by direct appointment 
Application forms obtainable from, and return- 
able to, Secretary North-West Metropolitan 
Regional Hospital Board, lla, Portland Place, 
W.1. before January 21, 1957 (6900) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR 
required at Finchicy Chest Clinic, 980, High Road 
N.20 dutics will include work at Highl ands 


General Hospital (Chest Unit). Vacant fcbruary 
16 Good training in general medicine ¢ssential 
and experience in chest diseases desirab'c Clink 
may be visited by direct appomtment Application 
forms obtainable from, and returnable to, the Sec 
retary, Northern Group H.M.C., Royal Northern 


Hospital. N.7. by January 4, 1957 (7032) 


WINDSOR CHEST CLINIC 


REGISTRAR 
required. Good training in general medicine 
tial. and special experience in chest discases desir 


essen 


able This Clinic, which may be visited by direct 
arrangement with Physician-in-Charg has 50 beds 
attached, and is in close contact with Harefield and 
Pinewood Chest Hospitals Application forms 


from, and returnable to, Secretary, Windsor Group 


H.M.C.. Alma Road, Windsor, by December 30 
(6599) 


BRITISH MEDICAL JOURNAL 


DENTAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or with the Medical Sec- 
retary of the Irish Medical Association, 
10, Fitzwilliam Place, Dublin, to learn the 
views of the Association regarding the 
terms and conditions of service pertain- 
ing to the appointment: 
REPUBLIC OF IRELAND, 

PORTIUNCULA HOSPITAL, 

BALLINASLOE, CO. GALWAY. 
Visiting Stafi 


By Order of the Council, 
A. MACRAE, 


December 15, 1956. Secretary. 


NEWSHAM GENERAL HOSVITAL (1,300 beds) 
Belmont Road, Liverpool, 6 


Applications are invited from registered medical 
practtioners (male or temaic) for appointment as 
THORACIC HOUSE PHYSICIAN 
(S.H.O. or J.H.M.O. status according to 
qualifications and experience) 

Duties include some work in General Medical 
Wards in addition to 97 Thoracic Medicine beds 
Appointment vacant from the end of January, 
1987 Post may be resident or non-resident 
Salary : J.H.M.©. £775 by £80 to £1,075 per annum 
ess £170 per annum if resident; S.H.O. £745 per 


annum, less £150 per annum if resident Appli- 
cations to the Physician Superintendent at the 
hospital as soon as possible (7027) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR in DENTAL SURGERY 

The person appointed would work mainly in the 
Dental and Maxillo-Facial Unit at Withington 
Hospital, and may be required to carry out some 
duties in the North Manchester Group of Hos 
Pitals Arrangements may later be made for the 
successful applicant to undertake some dutics at 
the Manchester Dental Hospital Forms of appli 
cation, obtainable from the Scnior Administrative 
Medical Officer of the Board, Cheetwood Road, 
Manchester, 8, should be returned by January 18, 
1957. (7079) 


DERMATOLOGY 


‘THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London, W.C.1 


Applications are invited for the posts of 
SENIOR REGISTRAR 
to the Skin Department, which will be vacant in 
February, 1957 Attendances will be required on 
Thursday afternoons. Further particulars and form 


of application, which must be returned not er 
than January 14, 1957, are obtainabie from the 
undersigned H. Ff Rutherford, House Governor 
and Sccretary (G788) 


THE UNITED LEEDS HOSPITALS 


The General Infirmary at Leeds 


REGISTRAR IN DERMATOLOGY 


required, for one year in the first instance from 
January | Terms and conditions of service for 
hospital medical staff apply Applications. stating 
gc, qualifications, previous posts (with dates), and 
three mames for reference, should be sent to th 
Sub-Dean. School of Medicine, Leeds, 2, as soon 
as possible (HORT) 


QUEEN MARY'S HOSPITAL FOR THE 
EAST END, Stratford, 


Applications are invited for the appointment of 
CLINICAL ASSISTANT 

Skin Department, for one session a week on Tucs- 
day mornings Remuncration £175 per annum 
Applications, together with the names of two 
referees, to Group Secretary, West Ham Group 
Hospital Management Committee, Stratford, E15 
by January 4, 1957 (703%) 


ST. CHARLES’ HOSPITAL (581 beds) 
Ladbroke Grove, W.10 

Applications are invited to fill the under- 
mentioned post 

SENIOR HOUSE OFFICER (Tuberculosis) 
Applications, stating age, qualiicatons, experience 
etc., together with names and addresses of two 
referees, to be forwarded to Hospital Secretary 
by January 1, 1957 (6948) 


BARROWMORE HOSPITAL 
Great Barrow, Chester 


MALE SENIOR HOUSE OFFICER (Medical) 
required Salary £745 per annum, less £150 for 
residence The hospital is modern in all respects 
and contains Regional Thoracic Surgical Unit 
Applications from ex-patients considered Any 
further information may be obtained from, and 
applications stating names of two referees to, 
Poysician Superintendent (6961) 


DRIFFIELD, YORKSHIRE, NORTHFIELD 
SANATORIUM (78 beds) 


SENIOR HOUSE PHYSICIAN 
Vacant row. Offers experience all branches of 
Tuberculosis within the Group, including surgery 
M.M.R. and clinics Time for study Ex-patients 


welcome £150 for full residence Applications 
to Group Secretary, Westwood Hospital, Bevericy 
Yorkshire. (6828 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the post of 
NON-RESIDENT HOUSE PHYSICIAN 
for six months from March 1. 1987 Dutics in- 
clude work in Out-Patient Department and Wards 
Experience in ear, nose, and throat work desirable 
Salary at the rate of £525 per anoum Applica- 
tions Stating age qualifications (with dates), 
nationality and appointments held, together with 
copies of testimonials, by January $S, 1957, to 
Kenneth A. F Miles, House Governor (6997) 


EAR, NOSE, AND THROAT, ETC. 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN, Hackney, 


PART-TIME FE.N.T. REGISTRAR 
(non-resident, four sessions a week) 
Experience in treatment of diseases of children 
desirable Appointment subject to review after 
One year Application forms from Secretary 
N.E. Metropolitan Regional Hospital Board, Ila 
Portland Place, W.1, to be returned by January 5, 
1987 (6901) 


WALSALL GENERAL (Sister Dora) HOSPITAL 


CLINICAL ASSISTANT 
to the E.N.T. Department required, two half-days 
weekly £175 per annum per session. Apply 
Group Secretary (7020) 


ROYAL GWENT HOSPITAL, Newport, Moe 
(260 beds—10 residents) 


JUNIOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER 
required about January 23. Post covers 23 E.N.T 
and 8 Eye beds Recognized D.L.O Good 


experience Write, quoting referees to 
T. A. Jones, Group Secretary, 64, Cardiff Road 
»Newport, Mon (6583) 


COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS 
The following post will fall vacant on February 
1, 1987: 
HOUSE SURGEON or SENIOR HOUSE 
SURGEON 


E.N.T Unit, Bridge of Earn Hospital 


Grade according to experience Post recor 
nized under regulations for the DLO 
Post in junior grade recognized for pre-registration 
hospital service Applications, giving age, quali- 


fications, expericnce, and names of two referees 
should be sent to the Group Medical Superinten- 
dent, Perth Royal Infirmary, Perth (6922) 
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Dec. 22, 1956 


PORTSMOUTH GROUP HOSPITAL 


Ear, Nose, and Throat—contd. GENERAL HOSPITAL, Suadertand 
5 
MAIDSTONE, KENT COUNTY OPHTHALMIC Applications are invited for the appointment of 
AND AURAL HOSPITAL (113 beds) SENIOR HOUSE OFFICER Applications afe invited for the following 
to t Genatt Unit, General Hospita Sunder appomtment 
Mid-Keat Hospital Mi at € e land, Consultant Physician in Charge Post vacant St. Mary's Hospital (700 beds) 
| January &, 195 Apply immediatcly, naming two JUNIOR HOSPITAL MEDICAL OFFICER 
Applications are invited for the appointment of | referees, to the Hospital Secretary, the General (resident, married, or single quarters) wanted at 
Hospita Chest Road, Sunderiand «7018 nee for duties as follows . General responsibility 
SEN s | 
ENIOR HOUSE SURGEON | tor the staff of House Officers Medical Officer 
i t Ear, N “c and Throat Department f the | for two mental wards (172 beds) Casualty Offic 
hors vacant mid-December, 195¢ | r a small Casualty Department, and other medical 
cds and sik specialist operat duties which may be defined from time to time 
nach week Valuable experience is | INFECTIOUS DISEASES The successful applicant will be free to act as 
and the cognized ct pur General Practitioner for the sident nursing staff 
t the DI Sala “ LEEDS RECIONAL HOSPITAL BOARD He will be expected to mainiain a clos< 
4 : a s i : ' t sid ‘ | with the Gr >» Secretar who is responsible for 
er ts Applications to the Administra REGISTRAR IN INFECTIOUS DISEASES he genera! administration of the hospita The 
of K { Ophthalme and Aural Hos | Castle Hill Hospital, Cottingham (167 Infectious appointment in the first instance will be for a 
‘ M Kent (Sud! | Diseases beds Resident Applications, stating xeriod of thr years Applications, stating age 
qualifications and details present and xpcrien and qualifications, together with names 
NORTH STAFFORDSHIRE ROYAL } previous appomtments (with dates together with of two referees. should be forwarded as soon as 
INFIRMARY the mames and addresses of three referees, to the possible to the undermentioned.—-t H. Hurst, 
| Secretary, Joint Registrars Committee, Park Parade St. Mary’s Hospital, Milton Road, Portsmouth 
SENIOR HOUSE OFFICER (E.N.T. Harrogat by January S, 1957 (6630) 
required Vacant very shortly Recognized for 
i DLO Detailed application, with ST. MARY'S HOSPITAL 
als, Group Secretar H M4 soldsmit venue, London, N.W.9 
Road. Stoke-on-Trent (Ost (92 infectious diseases beds and Applications are from registered prac- 
20 gynaecological beds) titioners for the post 
ROYAL SOUTH HANTS HOSPITAL HOL SE "OFFICER 
Southampton (274 beds) and JUNIOR ——~ oe — AL OFFICER to the Almroth Wright Wards Graded Senior 
SOUTHAMPTON GENERAL HOSPITAL resident equired ss Similar experience House Officer The appointment is for a period 
(472 beds) |} essentia Ap stating age, nationality, quali- f cight months, with effect from February |, 1957 
| fications and expericnce t& Group Secretary Applications, stating nationality date of birth 
= NIOR HOUSE OFFICER (E.N.TO Edgware Gencrai Hospital Edgware Middicsex permanent address qualification (with tes) 
1 da 
rea This post December 29, 195€ (6800B) details and National Health Service gradings of 
a and DLO x previous and present appointments, together with 
~ BELVIDERE DISEASES the names and addresses of three referees, should 
G ‘ singe PITAl reach Alan Powditch, House Governor, by January 
ine Aid Cen 4 8, 1957 (6911) 
JUNIOR HOUSE OFFICER (Pre-registration) 
the Secreta The appointment will be for six months from INGHAM INFIRMARY, South Shields 
: Management Con ' February | next, and is a recognized pre-registra 
tion post n Medicine Apply in writing, giving TWO HOUSE PHYSICIANS 
tw a. mes f reference, to the Medical Superin- (Pre-registration. first or second posts) 
HINDAL GENERAL HOSPITAL or SENIOR HOUSE OFFICERS (Medicine) 
Aylesbury, Bucks (260 weds) ndon 1d, Glasgow, E.1 (Pr.6677) according to experience, required January 7, 1957 
This is an acute general hospital with the usual 
HOUSE SURGEON (E.N.TO special departments, including a children’s ward 
Post vacamt January 14, 1987. Department has | MEDICINE 
a high wrnev with four Out-patient Clinics wes quasnesssmes Applications to House Governor and Secretary 
Recognized for and FRCS. N WESTERN REGIONAL HOSPITAL 
asualt : " Pr gistration post but 
registered Actitioners invited to apply Apply Applications are invited for the follow: # MAIDENHEAD HOSPITAL, Berks 
with f two testimonials, to the Administra appointment 
tive OF (S718) CONSULTANT PHYSICIAN Applications invited for post of 
at Larkficld Hospital, Greenock. The appointment 
Aagicsea Road Wing (356 beds) basis of nine notional half-days per we ‘= eae at above hospital, with duties at Maidenhead St 
Applications are invited for the post of ations on Maidenhead = [solation Hospita Applications 
ca ence, present appoi i 
HOUSE SURGEON names of three referees, t reach che argc. qualifications, experience, and nation- 
to the Ear. Nose. and Throat and Opbshaimic De- | Western Resionsl Hospital Board, 64, West Resent | Of referees, to Secretary 
partments vacant n December 15 1956 Ihe Street, Glasgow, C 2, not later than 3 days after — 
post is recognized for ¢ ation and for the th publication of this advertisement This " 1 
DL.O samination ons, giving full par appointment is subiect to the National Health NEWTON ABBOT HOSPITAL, S. Devoa 
t a es of recent testimonials, Service (Scotland) (Su annuation) ~guiatio 
cent testimonia cry and) perannuation SENIOR HOUSE OFFICER (Medicine 
|} male or female, required December 30 19%6 
MANAGEMENT COMMITTEE beds in General Section and 140 geecriatric beds 
GERIATRICS - This officer is also required to stand in when Senior 
DARTFORD MANAGEMENT required beginning of February 1957 Resident nati 
OMMITTEE post. Duties at Royal Infirmary, Blackburn (262 
required to assist the Geriatric Specialist in the 
Dartford and Medway and Gravesend Groups of PORTSMOUTH GROUP HOSPITAL 
Hospitals. Salary scale £775 by £50 to £1,075 a BOARD MANAGEMENT COMMITTEE 
ut Candidates must be fully registered tor at REGISTRAR IN GEN > ~ > 
FRAL MEDICINE 
east a year and should have had experience in | gg G i Applications are invited for the appointment of 
alifax General Hos (110 - - + 
gencral medicine and surgery. Experience in Sem SENIOR HOUSE OFFICER (Medical) 
geriatr ‘ J be an advantage The duties will ; , vacamt January 3, 195 The duties will be 
mvolve home visiting Applications to the Secre- Resident Applications, stating age. qualifica- equally divided between work in the acute medical 
tary. Dartford Hospital Management Committee woan and details of presemt and previous appoint wards, out-patients and a geriatric assessment unit 
the Bow Arrow Hospital, Dartford, by January 7 pel ~ sam maeties ~ the names and of 76 beds The appointment affords an oppor- 
“park tunity of sccing large numbers of acute cases and 
— 1087 arace, ogate. by is an excellent one for those studying for a 
St. GEORGE'S HOSPITAL, Horncherch anuary (6847) higher medical qualification Applications 
Pr 
together with the names of two referees, should 
JUNTOR HOSPITAL MEDICAL OFFICER NORTH-WEST METROPOLITAN REGIONAL be sent to E. H. Hurst, Group Secretary, Managc- 
(Resident) HOSPITAL BOARD ment Commitice Offices, St. Mary's Hospital, 
required from January 1 1957, at this hospital MEDICAI REGISTRAR Portsmouth - (6881) 
which a mmodates 404 chronic sick patients 
The post flers excellent Gerlawic cxperience required at Mount Hospital and SOUTH SHIELDS GENERAL HOSPITAL 
Applications should be forwarded to the Secretary adium Institute. Northwood iddiesex Hos- . . 
Romford Group HM Oldcburch Hospital pital may be visited by direct appointment with Lk 7 r- PHYSICIANS 
Romford, as soon as possible (6629) RM.O Application forms obtainable from. and Pre-registration, first or second posts) 
returnable to. the Group Secretary, Hareficld and or SENIOR HOUSE OFFICERS (Medicine) 
CENTRAL MIDDLESEX HOSPITAL Northyved Group H.M.C.. Mount Vernon Hos- — Se, required on January 15 
Park Royal, N.W.10 pital, Northwood, Middlesex, by January 5, 1957 ang < 1957, respectively, in this busy, well 
(6933) equipped hospital Resident «staff in Medical 
. Department consists of a Medical Registrar and 
SENTOR HOUSE OFFICER io General Medicine WELSH REGIONAL HOSPITAL BOARD three House Officers Applications to Medical 
required with duties mainly in the Geriatric — Superintendent (6718) 
Departmemt. Good facilities for higher examina- REGISTRAR, GENERAL MEDICINE 
° tato working of at neral practice Cacraarvon aad Anstesty General Hospital. ERAL (Sister ITAL 
we - mor ment or six months in first gor (130 beds) 
ms, with two testimonials, to Medical Director SA.MO.. Temnle of a — — rom required Good all-round experience availabic 
Jaquary $. 1957 (6975) aif within 14 ¢, Cathays Park. Car- Apply. together with names of two referees. to 
ays (6959) Group Secretary (7021) 
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Medicine—contd. 


THE UNITED CARDIFF HOSPITALS 


Applications are invited for the appointment of 

SENTOR HOUSE OFFICER in Medicine 
at the Cardiff Royal 
February 1, 1987 The post will later 
the duties of Resident Medical Officer at the 
diff Royal Infirmary. probabiy from about mid 
March. and the holder w then be required to 
be resident in the hospital, Resident accommoda 
tion duri first Six Weeks or the 
ment Ss not n forms are 
obtainable fre Board at the 
Cardiff Royal Road, Cardiff 
and should be days of the 
appearance of (6934) 


Infirmary to commence 
combine 


Car- 


me 
available Arylicatn 
m the Secretary to the 
Infirmary, Newport 
returned within 14 
this advertisement 


WESTWOOD HOSPITAL, Beverley, 
(229 beds) 


Yorkshire 


HOUSE PHYSICIAN 
House Officer or Senior House Officer 
according to experience. Pre-registration post 
fully registered practitioners may apply 
Group Secretary 


grading 
but 

Apply 

(6s 


WOKING 
Woking, Surrey 


VICTORIA HOSPITAL 
(72 beds) 


SENIOR HOUSE OFFICER 
(post-registration appointment) 
Required for Medical, Surgical and Casualty 
duties. Post vacant January 1, 195 Apply. with 
testimonials, to Hospital Secretary (6631) 


two 


CENTRAL MIDDLESEX HOSPITAL 
Park Reyal, 
RESIDENT HOUSE OFFICER 


(Post-registration) required in Gastroenterological 


Jepartment Appointment from February 1, 1957 
Applications, with two testimonials, to Medical 
imrector by December 29, 1956 (6976) 


JOHN & ST. 
London, 


HOSPITAL OF ST. ELIZABETH 
60, Grove Ead Road, wa 
invited from pre-registration or 
practitioners (male) for the 


Applications are 
gistered medical 
appointment of 


BRITISH MEDICAL 


JOURNAL 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


All Saints’ Hospital 
HOUSE PHYSICIAN 


Applications are invited for the above post 
vacant December 28, 1956, which is recognized for 
ore-registration service Salary £425 to £525 per 
annum, according to experience Applications 
stating agc. qualifications, nationality and experi 
ence, together with copies of recent testimonials 
to be addressed to the Hospital Secretary. (6688) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Bridge General Hospital, 
Co. Durham (557 beds) 


invited for the 
is recognized for 


Bridge. 


following resi- 
pre-reg stration 


Applications are 
deni post, which 
Purposes 

HOUSE PHYSICIAN 
Salary £425 to £525 per annum, according to ex- 
perience Deduction of £125 per annum for board 
odging, ct Six months’ appointment Applica- 


tions, stating age. qualifications, experience, and 
nclosing copies of two recent testimonials, to the 
Group Secretary 6989) 


PETERBOROUGH AND STAMFORD HOSPITAL 
MANAGEMENT COMMITTEE 


Memorial Hospital. Peterborough 


HOUSE PHYSICIAN 
Applications are invited for the above position 
which will become vacant on January 24, 1957 
The appointment will be for six months Applica- 
trons, with testimonials, should be addressed to 
the Secretary, Memorial Hospital, Peterborough 
(7000) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


East Glamorgan Hospital, Church Village. near 
Pontypridd (316 beds and large O.P. Department. 
Committee's Base Hospital serving population of 
174,000. Recognized for M.R C.0.G., D.R.C.0.G., 
F.R.C.S., D.C.H., F.F.A., 


TWO HOUSE (Medical) 
To commence February |! Applications 


HACKNEY HOSPITAL, 
(General 841 vis) 
Applications fer the six months’ resident 


appointment of 
PRE-REGISTRATION HOUSE PHYSICIAN 


(vacamt January 17) should reach the Secretary 
above address, by January 4, quoting HH/H® 
(Pr 6949) 


MILDMAY MISSION HOSPITAL 
Austin Street, Londoa, E.2 
Applications are invited for the following 
pre-registration post 
RESIDENT HOUSE PHYSICIAN AND 


CASUALTY OFFICER 


Vacam February 1, 1957. Candidates should be 
in sympathy with the evangelical aims of the 
hospital Applications and references to be 
iddressed to the Medica! Superintendent as soon 
as possible (Pr 6661) 
ASHTON, HYDE AND GLOSSOP HOSPTTAL 


MANAGEMENT COMMITTEE 


TWO HOUSE PHYSICIANS 
required at Ashton-under-Lyne General Hospital 
One post vacant end of Januafy, one vacant mid- 
February Preference given to pre-registration 


candidates Applications (with copies of two testi- 
monialsy to Group Secretary, General Hospital, 
Ashton-under-L yne Lancs (Pr 6804) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


Applications are invited from medical practi- 
tioners for the post of 
HOUSE PHYSICIAN 
at St. Martin's Hospital, vacant mid-January The 


post is recognized for pre-registration purposes and 


applications, stating age, qualifications and cxperi- 
ence, with three testimonials, should be forwarded 
to Group Sccretary, Manor Hospital, Combe Park, 
Bath. by December 31, 1956 (Pr 


BIRKENHEAD HOSPITAL MANAGEMENT 


COMMITTEE 
General Hospital, Birkenhead (174 beds) 
HOUSE PHYSICIAN 


Tenable for six months from March 1. 19%7, 
and open to pre-registered practitioners Apply 
ithin ons weck, stating post and hospital, age, 
qualifications, experience, with copies of two recent 


Committec St 
(Pr 6963) 


testimonials, to Secretary, above 
James" Hospital. Birkenhead 


stating age. qualifications and together 
HOUSE PHYSICIAN with copies of two recent testimonials, to be sent 
To become vacant on Wednesday. January 16, 1957 to the Group Secretary, Courthouse Street, Ponty- 
Appointment will be for a period of six months pridd (6924) 
National Health Service salary Applications to 
reach the Secretary on or before Saturday, Decem- PONTYPRIDD AND RHONDDA HOSPITAI 
ber 29. 1956, together with copies of three recent MANAGEMENT COMMITTEE 
testimonials (6547) Liwynypia Hospital, Liwynypia, Rhondd 
LONDON JEWISH HOSPITAL (190 Beds acute medical and chronic 
ick ds) 
Stepney Green, E.1 (130 beds) sick beds 
_ HOUSE OFFICER (Medical) 
HOUSE PHYSICIAN Person appointed will also undertake dutics at 
(Pre- Post-registration) the Group Infectious Diseases Hospital when 
Post vacant January § 1957 Applications required Applications, stating age, qualifications 
stating age experience, etc., and copies of testi- and experience, together with copies of two recent 
- ’ . ospital Secretary testimonials, to be sent to the Group Secretary, 
monials, to be sent to the Hospita ecrcta - Courthouse Street. Pontypridd (6925) 
MILLER GENERAL HOSPITAL (180 beds) SOUTH-WEST DURHAM HOSPITAL 


HOUSE PHYSICIAN 


Vacant carly February, 1957 Six months’ ap- 
pointment. National salary and conditions. Appit- 
cations and testimonials to Secretary, G. & D 
HMC... St. Alfege’s Hospital, S E10 (6683) 


BIDEFORD AND DISTRICT HOSPITAL (51 beds) 


Applications invited for post of 
HOUSE OFFICER 
Flat available for 

stating names of two referees, to 

North Devon Hospital Manage- 


19, Alexandra Road. Barnstapic 
(6112) 


Now vacant married officer 


Applications 
Group Secretary 
ment Committee 


BLACK NOTLEY HOSPITAL, Braintree, Essex 


POSTS OF HOUSE SURGEON AND HOUSE 
PHYSICIAN 

Applications invited for above posts The 
successful applicant will serve six months as House 
Surgeon followed by six months as House Physician 
First, second, third or pre-registration posts. Sur- 
gical post includes duties in general surgical and 
gynaccological wards Recognized for F.R.C.S 
Medical post includes duties in medical and 
paediatric wards Applications, with copies of 
three testimonials, to Group Secretary, Colchester 


HM.C., 14, Pope’s Lane, Colchester, Essex 
(6914) 


(132 beds) 


GENERAL HOSPITAL. Margate 


HOUSE PHYSICIAN 


Approved pre-registration post 
annum 


Salary at the 
according to 


rate of £425 to £525 per . 
experience, less £125 for residential emoluments 
Applications, with copies of testimonials, = 


pital Secretary. 


MANAGEMENT COMMITTEE 


The General Hospital, 
Co. Derkam (350 beds 
HOUSE PHYSICIAN 
required Fully registered practitioner or pre- 
registration student Apply, naming two referees. 
o K. G. T. Luxford, Group Secretary, at the 
above address (6979) 
WORTHING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 
Southlaads Hospital, Shoreham-by-Sea, Sussex 
HOUSE PHYSIC IAN 
Post vacant January 26. 1957 Applications, 
giving full particulars, with testimonials and names 
for reference, to Surgcon Superintendent, South- 


Group Secretary 
(6848) 


lands Hospital.—A. V. Oakton 


CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 


RESIDENT HOUSE OFFICER 
required in General Medical Department, including 
Haematology and Endocrinology Pre-registration 


appointment from February 1. 1957 Application 

with two testimonials, to Medical Director by 

December 29. 1956 (Pr.6977) 
EAST HAM MEMORIAL HOSPITAL 


Shrewsbury Read, Londen, E.7 


HOUSE PHYSICIAN 
(provisional registrauon, 
11. 1957 Gocum from January 

Apply by December 31. 1956 
Hospital Secretary 

1.7034) 


Resident second post) 
Required February 
28). for six months 
with copies of testimonials, to 


BIRKENHEAD HOSPITAL MANAGEMENT 


COMMITTEE 


St. Catherine's Hospital, Birkenhead 
General Hospital of 478 beds 


TWO HOUSE PHYSICIANS 


Tenable for six months from March 1, 1957, 
and open to pre-egistercd practitioners Apply 
within one week, stating post and hospital. age, 
qualifications experience, with copies of two 


above Committee, 
(Pr_6962) 


to Secretary 
Birkenhead 


recent testimonials 
St. James’ Hospital 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Queen's Park “Hospital, Blackbur 
(640 general beds) 


HOUSE PHYSICIAN 
required. post falling vacant on January 19, 1957 
Recognized for pre-registration purposes Apply 


Royal Infirmary, 
(Pr 6605) 


to Group Secretary, H.M.C. Office 


Blackburn 


CITY GENERAL HOSPITAL, Stoke-on-Treat 


Applications invited for 
HOUSE OFFICER (Medical) 


Vacant mid-January Recognized pre-registration 
post Detailed applications to Group Secretary, 
Hospital Management Commitice, Princes Road, 
Stoke-on-Trent (Pr 6775) 
MANAGEMENT 


DARTFORD HOSPITAI 
COMMITTEE 


HOUSE OFFICERS (General Medicine) 


required from February 1, 1957, at the Southern 


Hospital, Dartford, Kent. Posts approved for pre- 
registration purposes Applications, with full par- 
ticulars. to the Medical Superintendent (Pr 6805) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 18 
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Medicine—contd. 
GENERAL HOSPITAL, Chester-le-Street 


(204 beds) 
HOUSE PHYSICIAN (General Medicine) 
Avproved pre-registration pust Post vacant 
Februar 198 Appiy with names and ad 
dresses f tw ref s t Group Secretary ry 
burn Ho«pita Durham (Pr 


KING EDWARD Vil HOSPITAL, Windsor 
HOUSE PHYSICIAN 


required, nm r femaic, for post vacant February 
} rr en SONS ching t 
t qu with dates and nation 
t recent testimonials, t 
ret (Pr. 6849) 
LEEDS REGIONAL HOSPITAL BOARD 
HOUSE PHYSICIAN 
R gnizved pre-registration posts will be avail 
at t six months mmencing February |! 
| th f wine hospitals approved nder 
Medica Act 
Western Genera Hospita Hull (543 beds) 
| vacancy 
Aingston G Hospita Hull (398 beds) 
! nmey 
Pontefract General Infirmary (100 beds) 
1 vacancy 
Genera Hospital Wakcteld (158 beds) 
| vacancy 
General H t Dewsbury (119 beds)—1 vacancy 
Staincliff Hospita Dewsbury (314 beds) 
1 vacancy 
*Hatifax General Hospital (425 beds)—2 vacancies 
Luke's Hospital Bradford (828 beds) 
scancies 
Keiat Victoria Hospital (139 beds)—I vacancy 
(vacant March 1) 
post recognized for D.C.H 
Application forms can be btained from the 
Senior Administrative Medical Officer, Park Parade 
Harrogat r from the Dean, Sch of Medicine 
Th st Pr Leed and should be returned 
to cith fu above Mamed as soon as possibic 
Application may be mad n advan f results of 
fina samination Candidates wishing to apply 
for posts at more than one hospital should com- 


picte a separate form in respect of cach hospital 
(Pr.6633) 


LINCOLN COUNTY HOSPITAL (200 beds) 


Applications are invited for the pre-registration 

post of 
HOUSE PHYSICIAN 
The post is tenable for a period of six months 
from tebruary 1. 1957, and can be followed by a 
gistration post of House Surecon if desired 
stions, giving full particulars, should be 
R. W. Howick, Group Secretary 


(Pr. 6871 


LITTLE BROMWICH GENERAL HOSPITAL 
Birmingham, 9% 


HOUSE PHYSICIAN (mate or female) 


Vacant January 12. 19457 Recognized as pre 
rearstration appointment Apply Physician Super 
intendent, with copics of two testimonials or names 
of ref (Pr 6606 


NEWPORT AND EAST MONMOUTHSHIRE 
GROUP 


PRE-REGISTRATION HOUSE PHYSICIANS 
POSTS 


are vacant nm February 1 1957, or a tittle 


earlict Roval Gwent Hospital Newport (260 
beds ! sidents Two posts One includes 
Pacdiatr St. W s Hospital, Newport (379 
bed I Posts One includes some Geriatrics 
and th r some TB. work Pontypool and 
District H tal (126 beds. 4 residents). One post 
Includes Pacdiatrics Write quoting two 


and post preferred, to T. A. Jones, Group 
Secretary, 64, Cardiff Road, Newport, Mon 
(Pr 6585) 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


Fermanagh County Hospital 


HOUSE PHYSICIAN 
Application ur nvited for tt registration 
post of House Physician nt mid-January. ten 


able for six month The Hospital has an acute 
med f 40 beds th hargee of a 
Consultant Physician Fy sident quarters 
the Sccretar Fermanagh (¢ Hospital, Ennis 


kitien, N. Ireland Pr. 7001) 
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PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital (65 medical beds) 


HOUSE PHYSICIAN (Pre-registration) 
Vacant January 4, 1957. Applications, stating 
arc experience and qualifications, together with 
the names of two referees, should be forwarded 
ss soon as possible to E. H. Hurst, St. Mary's 
Hospital, Milton Road, Portsmouth (Pr.6777 


ROYAL INFIRMARY, Blackburn (262 acute beds) 


HOUSE PHYSICIAN 
required for January 23. 1957 Post recognized 
for pre-registration purposes Apply to Secretary 


HMC. Office, Royal Infirmary, Blackburn 
Pr. 6832) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 
HOUSE PHYSICIAN 


Pre-registration. General Medical Unit Vacan 
February 3, 1957 Resident, full-time Applica 
ns to Group Secretary, West Middlesex Hospita 
Isleworth, by January 2, 1957 (Pr 69% 


STAFFORD GENERAL INFIRMARY, Stafford 
(175 beds—Recovery Unit 32 beds) 


HOUSE PHYSICIAN 


Pre-registration post Vacant January 10 AL 
end of term of service the successful applicant will 
he ynsidered for appointment to a pre-registration 
post of House Surgeon, if he or she has not held 
such an appointment Applications to Group 
Secretary, Staflord HMC... 13. Foregate Street 
Stafford (Pr 6026 


SWINDON & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Swindon Hospitals 


Applications invited for post of 
RESIDENT HOUSE PHYSICIAN (one of two) 
in acute medica nit of 64 beds at St. Margaret's 


Hospital Recognized for taining under pre 
registration internship regulations, and vacant on 
January 6. 1957 Full details, with names of three 
ferees, to Secretary, 7, Okus Road, Swindon 
immediately (Pr.6603) 
TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Ormesby Hospital, Middlesbrough 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 

male or female, at the above-named hospital. The 
appointment is recognized for pre-registration ser 
vice under the Medical Act. 1950 Applications 
stating full details. and giving two names for 
reference, should be addressed to the Hospital 
Secretary (Pr.6584) 


THE GENERAL HOSPITAL, Sundertand 


HOUSE PHYSICIAN (male or female) 
required post recognized for pre-registration ecx- 


perience Vacamt February 21 1987 Apph 
naming two referees, to the Hospital Secretary 
Gencral Hospital, Sunderland (Pr.7044) 
NEUROLOGY 


STOKE MANDEVILLE HOSPITAL 
Aylesbury, Bucks (619 beds) 


RESIDENT HOUSE PHYSICIAN 

for the Neurological Unit (a part of the Depart- 
ment of Neurology of the United Oxford Hos- 
pitals). Vacant January 25, 1957. Recognized pre- 
registration post als open to registered prac 
titioners, in which case status up to Senior House 
Officer may be awarded Applications, with copies 
of two testimonials, to the Administrative Officer 

(6634) 


NEUROSURGERY 


BRISTOL—-COSSHAM /FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


Frenchay Hospital (542 staff beds—expanding) 


SENIOR HOUSE OFFICER 
Regional Department of Neuro-Surgery 
Vacancy shortly occurs for the above post, ten 


able for six to twelve months The post offers 
useful surgical experience, and the opportunity of 
gaining a working knowledge f neur gical diag- 
nosis Recognized for FRCS Tw referees 
required Applications to the Secretary, Frenchay 
Hospital, quoting “NSE (6190) 


Dec. 22, 1956 


MIDLAND CENTRE FOR NEL ROSURGERY 
Holly Lane, Smethwick, sear Birmingham 
(75 beds) 


RESIDENT SENIOR HOUSE OFFICER 
Appointment for ome year, renewable. Will b 
vacant from February 1, 1957 Applications, with 
he names of two referees, to the Group Secretary 
West Bromwich & District Hospitals Management 
Committee. Edward Street, West Bromwich. (7002 
OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


SENIOR HOUSE OFFICER, NEUROSURGERY 
required from January 18, 1957. Suitable tor candi- 
dates secking higher medical or surgical qualitica- 
wons Recognized tor the F.R.C.S. (Eng.) Apply 
to Secretary, Romtord Group H.M.C., Oldchurch 
Hospital, Romford. as soon as possible (S720) 


OBSTETRICS AND GYNAECOLOGY 
THE MIDDLESEX HOSPITAL, W.1 


Applications invited for post of 
SENIOR OBSTETRIC and GYNAECOLOGICAI 
REGISTRAR 
with duties at the Middlesex Hospital and the 
Hospital for Women. Soh Rules and applica 
tion forms, obtainabic from the Deputy Superin 
tendent, should be returned, naming two referees 


by January § (6899 


THORPE COOMBE MATERNITY HOSPITAL 
Forest Road, 17 


OBSTETRIC REGISTRAR (Female, resident) 

Recognized for M.R.C.O.G. Appointment subject 
to revicw after one year Application torms from 
Secretary, NE Metropolitan Regional Hospita 
Board, Ila, Portland Place, W.1, to be returned 


by January 1987 (690) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Walton Hospital 


Applications are invited for the post of 
RESIDENT REGISTRAR IN OBSTETRICS 
AND GYNAECOLOGY 
with duties at the above hospital The post, which 
is tenable from February 1 1987, is recognized 
for th MRCOG Forms of application trom 
and to be returned to, Dr. T. Lloyd Hughes. Senor 
Administrative Medical Officer, Liverpool Regiona 
Hospital Board, 19, James Street, Liverpool. 2 
to be received not later than January S$, 1957 
Vincent Collinge, Secretary to the Board (H894 


MANCHESTER REGIONAL HOSPITAL BOARD 


Preston and Chorley Hospital Management 
Committee 
Preston Royal Infirmary, Lancs 


Applications are invited for the post of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
Post vacant mid-January, 1957 Recognized for 
D. and MRCOG Appointment for one year 


in first instance renewabie for second year 
Application forms obtainable from Group Secre- 
tary Royal Infirmary Preston Lancs to be 


(627 


returned not later than January 4, 1957 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR OBSTETRICIAN AND 
GYNAECOLOGISI 
Whole-time, non-resident. Sunderiand Group of 
Hospitals. Post recognized for MR.COG Ap 
plications, with names and addresses of three 
referees, to S.A.M.O Regional Hospital Board 
Benficld Road, Newcastle-upon-Tyne, 6, within 14 
days (6850) 


NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 


Crompsall Hospital, Manchester, 8% 


Applications are invited for the post of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
at the above hospital Vacant end of January 
1957. Preference will be given to applicants wh 
possess the MR.C.OG This post offers extensiv 
clinical experience and is recognized for th 
MRCOG Applications, with two referees 
December 31, 1956, to Group Secretary, Crumps 
Hospital, Manchester (6833 


THORPE MATERNITY HOSPITAL 
Easington, Co. Durham 


JUNIOR HOSPITAL MEDICAL OFFICER |! 
OBSTETRICS (male or female) 
required ; post vacant January 16, 1957 
obstetrical experience desirable This appoimmtmer 
also affords useful experience in gynaccology () 
patient Department and six gynaccologica 


hy 


Previous 


in nearby Hospita Residence provided in 

pital lodge suitable for married man Apply, nan 
ing two referces, to Hospital Secretary, Leehoin 
Hospital. Easington, Co. Durham (704 


Dec. 22, 


1956 


Obstetrics and Gynaecology—centd. 


ASHION, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
(Obstetrics /Gynaecology) 
quired at Ashton-under-Lyne Gencral Hospital 
Bed complement 82 obstetrics and 26 gynaccology 
Recognized tor MR.COG Vacamt February 


3, 195 Applications (with copics of two testi 
monials) to Group Seceretary, General Hospital 
Ashton-under-Lyne. Lancs (6806) 
GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 
Morriston Hospital (S01 beds), Swansea 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER 
in the Obstetric and Gynaccological Unit of the 
above hospital Vacancy on January 1, 1957 
Applications with full particulars, together with 
copies of two recent testimonials, should be sent 
to «the Medical Superintendent of the hospital 
rT. E Jones, Group Secretary (6873) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 
Mount Pleasant Hospital (236 beds), Swansea 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER IN OBSTETRICS 


for the maternity unit of 40 beds at the above 
hospital The post, which will become vacant on 
February 1, 1957, ig for a period of 12 months 

cx\amination 


ind is recognized for the D.R.C.OG 
pplications, stating age. qualifications and experi 
together with copies of two recent testi- 
monia's, should be sent to the Hospital Secretary 
not later than December 28, 1956.—T. E. Jones 
Group Secretary (6608 


LEICESTER GENERAL HOSPITAL 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
Vacant mid-February The post is recognized for 
the M. and D.Obst.R.C.OG Applications, stating 
age. qualifications and experience, with copies of 
recent testimonials, to the Group Secretary, No. 1 
H.MC., the Leicester Royal Infirmary, by Decem- 


her 1956 (6572 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTIER 


fast Glamorgan Hospital, Church Village, near 
Pontypridd (316 beds and large O.P. Department. 
Committee's Base Hospital| serving population of 
174,000. Recognized for M.R.C.0.G., D.R.C.0.G., 
F.R.C.S., D.C.H., F.F.A., D.A.) 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
fo commence February 13, 1957 Applications, 
stating age, qualifications and experience, together 
with copies of two recent testimonials, to be sent 
the Group Secretary, Courthouse Street, Ponty 


pridd (6926) 


ST. PETER’S HOSPITAL (ate Botley’s Park War 
Hospital), Chertsey, Surrey (430 beds) 


RESIDENT HOUSE st RG FON Intern) 
required for the Gynaecological (30 eds) and 
ENT. (6 beds) Departments Dutics to com 
mence on February 15, 1957 Salary in accord 
ince with terms and conditions of Natio 
Applications, together with names and 
addresses of referees, to be sent to the Physician 
Sup rintendent, St. Peter's Hospital, as soon as 


possible (6863) 


WATFORD MATERNITY HOSPITAL 
King Street, Watford (58 beds) 
Applications are invited for the residential 
post of 
SENIOR OBSTETRICS OFFICER 
for duties commencing January 14, 195 Salary 
annum for residen- 


£745 per annum, less £150 per 

tial emoluments Hospital recognized for 

MRCOG examination Applications giving 

full details of age, nationality qualifications 
nts (with dates) 


present and previous appointme 
and copies of three testimonials, sh wild be sent 
to the Hospital Secretary as soon as possible after 
the appearance of this advertisement (A915 


ANNIE McCALt HOSPITAL 
Jeffreys Road, S.W.4 


Applications are invited from women 
medica} practitioners for the post of 

RESIDENT OBSTETRIC HOUSE St RGEON 
(post recognized for D.R.C.0.G.) Appointment 
is for a period of six months, vacant February 1 
1987 Applications, stating age, qualifications 
and nationality, accompanied by 
recent testimonials, to the Secre- 
1957 (6883) 


(with dates) 
copies of three 
tary not later than January 12. 
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BECKENHAM HOSPITAL 
Croydon Road, Beckenham, Kent 


OBSTETRIC HOUSE OFFICER 
required February 1 at Beckenham Maternity 
Hospital, preferably with obstetric experience 
Recognized for DR.C.O.G Apply, stating age 
nationality qualifications and experience, and 
naming three referees, to Administrative Officer 

(6956) 


INFIRMARY 


CHESTER ROYAL 


Applications are invited for the post of 
HOUSE SURGEON (Gynaecological) 
vacant on January 23, 1947 The post is recoe- 


nized for pre-registration service Applications, 
together with the names and addresses of two 
referees, should be forwarded to the Hospital Scc- 


retary, Chester Royal Infirmary (Pr 6895) 


KENT AND CANTEKBURY HOSPITAL 
Canterbury (277 beds) 


GYNAECOLOGICAL HOUSE SU RGEON 

Required at Highland Court Annexe, a unit of 
25 gynaecological beds, situated three miles from 
the above hospital, with all ancillary services avail- 
able Recognized for MR.C.OG Six months’ 
appointment Post vacant early January, 1957 
salary and conditions Applications. 
together with copies of two recent testimonials, to 
be addressed to the Hospital Secretary at the 
above hospital (6429) 


PETERBOROUGH AND STAMFORD 
MANAGEMENT COMMITTE 


The Memoriaj Hospital, and 
Obstetric Annexes 


HOUSE SURGEON Obstetrics and Gynaecology 

Applications are invited for vacancy on January 
28, 1957. Busy Gynaecological Department and 44 
obstetric beds Unit consists of 2&2 Consultant 
Registrar, and two House Surgeons (Recognized 
for D_Obst.R.C.0G.) Application forms from 
Secretary (7003) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


East Glamorgan Hospital, Church Village, near 
Pontypridd (316 beds and large O.P. Department. 
Committee's Base Hospital serving population of 
174,000. Recognized for M.R.C.0.G., D.R.C.0.G., 
F.R.C.S., D.C.H.. F.F.A., D.A.) 


TWO HOUSE OFFICERS _(Obstetrics) 

To commence February 1, 195 Applications 
Stating age, qualifications and experience, together 
with capies of two recent testimonials, to be sent 
to the Group Secretary, Courthouse Street, Ponty- 
pridd (6927) 


READING COMBINED HOSPITALS 
Area Department of Obstetrics and Gynaecology 
(100 beds) 


Applications are invited from registered medical 

practitioners for the resident post of 
HOUSE SURGEON 

to the above Department The appointment, which 
is vacant on January 1, 1957. is for one year. with 
six months’ Gynaecology at the Royal Berkshire 
Hospital, and six months in the Maternity Unit at 
Battle Hospital Both appointments are recor- 
nized for the Diplomas of the Roval College of 
Obstetricians and Gynaecologists Write, stating 
age and qualifications (with dates), nationality, and 
present appoin*’ment with copv of one recent 
testimonial, to Secretary, Royal Berkshire Hospital 
Reading (6123) 


ROYAL INFIRMARY (200 beds), Sunderland 


HOUSE OFFICER (Male) 
required for duties in Gynacc vical and Urologi 
cal Units. Post vacant January, 1957. Provisional!y 
registered practitioners may apply Applications 
referees. to the Hospital Secrets 
Sunderland. (7016) 


naming tw 
Royal Infirmary, 


ST. WOOLOS HOSPITAL, Newport, Moo 
(379 beds) 


HOUSE SURGEON (third post) 
required on February 1. Post covers 44 obstetrical 
and «622 gynaccological Lady doctor pre- 


beds 


ferred. but male candidates also considered. Write, 
quoting two referces, to I 4A. Jones, Group Sec- 
retary, 64, Cardiff Road, Newport, Mon (6587) 


TREVALYN MANOR MATERNITY HOSPITAL 
Rosset’, near Wrexham (47 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
duties on 


st the above hospital, to commence 
February 1, 1957 The hospital is recognized by 
Central Midwives’ Board as a Part Il Midwifery 


deals with normal and 
abnormal midwifery Applications, Stating age, 
qualifications and experience, together with copies 
of two recent testimonials, to be sent to the 
Group Secretary, Maeclor General Hospital, Wrex- 
1am, as soon as possible (6635) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Training School am 


Bank Hall Maternity Hospital, Burnley (5! beds) 


RESIDENT HOUSE OFFICER (Obstetrics) 

The appointment is approved as a pre-registration 
post, and is recognized for M.R.C.O.G. _ Applica- 
tions, with two references, 
Burnicy Genera! Hospital 


to Group Secretary. 
(Pr.6754) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE OFFICER 

(Obstetrics and Gynaecology) 
required February 1, 1957 Pre-registration post 
Recognized in obstetrics by the College for 
MRCOG and D.Obst.R.C.0.G 
Applications, stating age, qualifications and cxperi- 
ence, with copies of two recent testimoniais, should 
be sent as soon as possible to Group Secretary at 


poses 


above address (Pr 6834) 
LEEDS REGIONAL HOSPITAL BOARD 
Recognized Pre-registration House Officer posts 


will be available for the six months commencing 
February 1 1957, in the following hospitals, 
approved under the Medical Act, 1950 
Western General Hospital, Hull (543 beds) 
HOUSE OFFICER (Gynaecology) 
Westwood Hospital, Beverley (202 beds) 
HOUSE OFFICER (Obstetrics) 

General Hospital, Wakefield (158 beds) 
HOUSE OFFICER (Obstetrics) 
Application forms may be obtained from Scnior 
Administrative Medical Officer, Park Parade, 
Harrogate, or from the Dean, Schoo! of Medicine 
Thoresby Place, Leeds, 2 (Pr 66%) 


ROYAL GWENT HOSPITAL, Newport (260 beds) 


GYNAECOLOGICAL. HOU SE SURGEON 
required Recognized pre-registration service 
Covers 20 beds Write, quoting two referces, to 
r. A. Jones, Group Secretary, 64, Cardiff Road 
Newport, Mon (Pros 


OPHTHALMOLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD 


(6 half-days weekly) ASSISTANI 
OPHTHALMOLOGIST (S.1LM.O.) 

Preston and Choriey Group of Hospitals. mainiy at 
Preston Royal Infirmary Higher qualification d 

sirable, good experience essential Appointe will 
work under guidance of Consultant Ophthaimi 
Surgeon Application forms from the Senior Ad- 
ministrative Medical Officer to the Board. Cheet- 
wood Road, Manchester, 8. to be returned by 
January 8, 1957 


PART-TIME 


WESTERN REGIONAL HOSPITAL BOARD 

Applications are invited for th followinea 
appointment, which wil] be for one year in the 
first instance 

REGISTRAR IN OPHTHALMOLOGY 

based at the Glasgow Ophthalmic Institution 
Applications (12+ copies), stating date of birth 
qualifications experience present appointment, 


and the names of three referees, to reach the Soc- 
retary. Western Regional Hospital Board 64, 
West Regent Strect, Glasgow, C 2, by January 12, 


1987 This appointment is subicct to the National 
Health Service (Scotland) (Superannuation) Reeu- 
lations. (7054) 


GUILDFORD ROYAL SURREY COUNTY 
HOSPITAL (233 beds) 


SENIOR HOUSE OFFICER 
for Ophthalmology and Neurology Post 
is vacant on January 24 1957 Resident 
accommodation is available. It is tenable for six 
months and renewable Whitley Council terms 


Recognized for both F.R.CS. and DO. examina 
tions Apply as soon as possible, with copies of 
three testimonials, to Hospital Secrétary (6645) 


NOTTINGHAM & MIDLAND EYE INFIRMARY 


SENIOR HOUSE OFFICER 
required, duties to commence on January 13, 1957 
Salary and conditions of service in accordance 
with Ministry Regulations 4 furnished flat is 
available for married candidates, if required Ap- 
plications, stating age. qualifications, and experi- 
ence, together with copics of testimonia’s. to be 
sent to the Group Secreary. General Hospital 
Nottingham (6851) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 18 
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Ophthalmology —contd. 


SOL THAMPTON EVE HOSPITAL 


(32 beds recognized for D.O. Examination) 
RESIDENT SE N10R HOUSE OFFICER 
req , App ations with pics f testimon 
ials. sh it twarded as soon as possi t 
tary var Group Hospital Manag 
ment Committ r Su 
SENDERLASD EVE INFIRMARY (60 beds) 
(Recognized for D.O. and F.R.C.S.) 
st NIOR HOUSE OFFIC ER 
nale t fema quired at the hospita 
Large (ut tiem ment Vacan January 
ths SHO Excelicn for star 
st and crativ expericn 
ad ty 
lect at the un s i2 mules 
nmecdiatcly, naming tw rees 
t Hos al Secretary t Infirmary Alcxandra 


LEICESTER ROYAL INFIRMARY 


{ invited for post (resident of 
non resid n 


st NIOR HOUSE OFFIC = 


th (iphthalim Jepartment cations 
stating qua 1 with 
tw mt testimonials, t th Cir p 
Ss ary, 1 Hospital Management Committe: 
the | ster R Infirmary nediately (6338) 
ROVAL EYE AND EAR HOSPITAL 
Bradford, | 

JUNIOR HOUSE SURGEON (Opbthaimotogy) 
Vacant Februar 1987 Recognized for 
DOM-S. and FRCS Applications, stating age 
nationality qualifications and experience with 
copy testimonials, t Secretary Bradford Royal 
(6998) 


Infirmary 


GLASGOW OPHTHALMIC ENSTITUTION 


HOUSE OFFICER (Pre-registration) 

Th wp niment will b for six months from 
February |! next and is a ognized pre-registra- 
ion tim surgery Apply in writing, giving two 
names for reference t the Medical Supcrinten- 
den Gla w Royal Infirmary, 84. Castle Street 
Giassow, C4 (Pr.6755) 


ORTHOPAEDICS 
MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT ORTHOPAEDIC 


SURGEON (S.HLM.O.) 
t the Rochdak and) =District Hospital Group 
mainly Rochdale Infirmary and Birch Hos- 
pital Rochd Special experience required in 
the treatment of thopaecdic cases, fractures and 
trauma Appointee will work under acneral 
direction { Consultant Orthopacdic Surgeon 
Ar stion forms from the Senior Admunistratiy 
Medical Officer to the Board, Chectwood Road 
Man ster, 8, to be returned by January 10, 195 
(67% 
LIVERPOOL REGIONAL HOSPITAL BOARD 
Broadgreen _Hespital 
Any ations af nvited for the post of 
ORTHOPAEDIC REGISTRAR 

with duties at the above hospita Forms of ap 
p from, and to be returned to, Dr. T. Lioyd 
H : Semor Administrative Medical Officer 
Liv Regional Hospita| Board 19. James 
Street, Liverp 2, tw be received not later than 
January § 1957 Vincent Collinge Secretary t 
ard 
MANCHESTER REGIONAL HOSPITAL BOARD 

Oldham and District Hospital Monagement 

Committee 
Recognized for F.R.C.S. 

Applications are invited f the post of whole 

time resident r non-resident 
REGISTRAR (Orthopaedics) 

at the Oldham Roval Infirmary (190 =beds) 
becoming vacant n February 2 1957 Appli 
cations the AMCs f tw referees, b 
forwarded t G p Secretary, Central Offices 
Ro -hda Roe O'dham (6898) 
REGIONAL HOSPITAL BOARD 


REGISTRAR ORTHOPAEDIC SURGEON 


Wh time ‘ nt non-resident. Darlington 
Group of Hospitals Single accommodation avail 
ab Anni t s with names and addresses of 
three referecs 1 SAMO Regiona Hospita 
Board Benficld Road. Newcastice-upon-Tyne, 6 
within 14 days (6852) 

- 
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NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Barnet General Hospital, Welthouse Lane, Barnet 


Herts 


REGISTRAR 


in Orthopacdic and Fracture Department 
may t visited by du t appomtment 
nm forms ind t G p 
Barnet G H M W cilhouse 
vt, Herts not later than January ¥ 
OLDCHURCH HOSPITAL, Romtord, Esex 
ORTHOPAEDIC REGISTRAR 
(Resident of non-resident) 

Recognized f FRCS. and provides excellent 
xpericnce in diagnosis and tr “mm of wtho- 
maedic and accident cases \ niment subject 
t review after Me year Application forms from 
Secretary NI Metropolitan Regional Hospit 
Board, ila, Portland Place, W.1, to be ret 


by January $. 195 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Scunthorpe and District War Memorial Hospital 


(267 beds) (Recognized for training for F.R.C.S.) 
WHOLE-TIME RESIDENT REGISTRAR 
(Orthopacdics) 
required Appointment for one year tn first in 
stance Apply t Secretary Sheffic!d Regional 
Hospital Board, Old Fulwood Road. Sheffield, by 
December 31. 1957, giving age. nationality, quali 
hcations present and pre ous appointments (with 
dates), naming three referees (6853) 
ST. ALFEGE’S HOSPITAI 
Greeawich, (373 beds) 
(Recognized for F.R.C.S. Examination) 
RESIDENT SENIOR HOUSE OFFICER 
(Orthopaedics and General Surgery) 

Vacant approximately mid-February, 1957 Six 
months appointment (renewable) Appycations 
and testimonials to Secretary, G. & D Ru 
above hospita 6684) 


SEAMEN’S HOSPITALS GROUP 


Albert Dock Orthopaedic and Fracture Hospital, 
Alnwick Road, F.16 


SENIOR HOUSE OFFICER 


for Receiving Room dutics required on December 
~”% Post, which is normally resident, is recog 
nized by the Roya] College of Surgeons, and pro 
vides excellent experience in a wide varicty of 
traumatic conditions received from the adjacent 
jockland and from shipping in the Port of 
London Salary 745 Applications, stating agc 
nationality, qualifications and experience, with th 
names of two recent referees, should be sent & 
the Secretary Dreadnought Seamen's Hospital 
Greenwich, as soon as possible (70404 
BOSTON COMBINED HOSPITALS (319 beds) 
London Road Hospital 
SENIOR HOUSE OFFICER 

Mainly fractures and General Surgery One of 
two posts Resident Locum welcomed for 
interim period Apply giving age qualifications 
post held. and two names for reference, to the 
Hospital Secretary, London Road Hospita BR 
ton, Lincs (OR 15) 
HEATHERWOOD ORTHOPAEDIC HOSPITAL 


Dec, 1956 


3 HOSPITAL MANAGEMENI 


COMMITTEE 


SHEFFIELD NO. 


King Edward VII Orthopaedic Hospital (144 beds). 
Rivelin Valley Road, Shefficld 


Applications are invited from registered medica 

oractiiwners for the post of 
SENIOR HOUSE OFFICER (Resident) 

it the above hospital he post, which ts normally 
for n the first imstance will b 
subject to th ind fs 
hospita medk Sa.ary m 
Em ment charg per annu ns 
with names of rees, 1 c ary 
Shefficild No Lodge Moor Hospita 
Sheffie'd. 10 (6945 


Glasgow. and Kilicare 


WESTERN INFIRMARY, 
Hospita'! Orthopaedic 


SENIOR HOUSE OFFICER of HOUSE OFFICER 
Pre-registration or first, second, or third post held) 


Hospital mmencine 
S.H.©. salary 745 per annum 
ard and jodging. 
annum, less a charee of £125 
This post affords excellent 
varicty f orthopacdic and 
ector rthopacdic unit which 
University Departmen 
ms, giving fu particulars 
with the names and 
addresses of two referecs, should be sent t th 
Secretary and Treasurer, Board of Management f 


Park Circus 
the 


Hospitals 10 
ten days of 


Glasgow Western 
Glasgow, C.3, within 
of this advertisement 


mppearance 
(704) 


COUNTY AND CITY OF PERTH GENERAI 
HOSPITALS 


The following posts will fall vacant on February 
1, 1957 
THREE HOUSE SURGEONS and 
ONE SENIOR HOUSE SURGEON 
in the Fracture and Orthopacdic Unit at Bride 
of Earn Hospita Junior posts are recognized 
for pre-registration hespital service Al post 
recognized by the Royal College of Surgeons under 
reguiations for the F.R.C.S Applications, giving 
details of age. qualifications, expericnce, and th 
names of two referees, should be sent to th 
Group Medical Superintendent Perth Roya 
Infirmary, Perth (6923 
NORTH-WEST DURHAM HOSPITAT 
MANAGEMENT COMMITTEE 
Shotley ene General Hospital, Shotley Bridge. 
Consett, Co. Durham 
Applications are invited for the resident post of 
HOUSE OFFICER (Orthopaedic) 
which is recognized for pre-registration purposes 
Salary £425 to £525 per annum according to cx 
perience Deduction of £125 per annum for board 
dging, etc Six months’ appointment 4 
tions, stating age qualifications, experience and 
enclosing pics Of two recent testimonials. to the 
Group Secretary (6991) 
WORCESTER ROYAL INFIRMARY (213 beds) 


HOUSE SURGEON 
(Pre-registration or otherwise) 
for Orthopaedic Department. required mid-January 
Post recognized for F.R.C.S. examinations Appl: 
anions t Secr “tary 


HIGHLANDS GENERAL 
Winchmore Hill, 


HOSPITAL 
N.21 


HOUSE SURGEON 


Ascot required. Vacant January 18, 1957 Duties 
orthopacdic some E.N.T. and emergency 
RESIDENT SENIOR HOUSE OFFICER surge Jew operating theatre. out 
(Orthopaedics) and department. Preference given 
required Post offers excellent pportunities to t applicants seeking pre-registration post und 
those reading for a higher cxamination Applica Medica Act. 1950 Applications, with copies ! 
tions, with names of two referces, to Secretarv. three testimonials and names and address of on 
6629 referee, to Hospital Secretar) (Pr.6707) 
KENT AND SUSSEX HOSPITAL BARNET GENERAL HOSPITAL 
Tunbridge Wels (303 beds) Welthouse Lane, Barnet, Herts 
Applications invited for post of RESIDENT HOUSE SURGEON 
SENIOR HOUSE OFFICER (Orthopaedics) Department of Orthopaedic Surgery 
Vacant March 1. 1957. Recognized for F.R.CS post, 10, 1957 
Apply. giving age, qualifications, experience. with Detaited pies of 
copy testimonials, to Group Secretary, Sherwood 
Park. Pembury Road, Tunbridge Wells 703%) 
BIRKENHEAD HOSPITAL MANAGEMENT 
ROYAL CORNWALL INFIRMARY, Truro — 
Applications are invited for the post of General Gihenbend (176 beds 


SENIOR HOUSE OFFICER 


to the Orthopaedic Department, vacant January 
17, 19S7 Salary and conditions of service are 
n accordanc with National Health Service regu- 
lations Applications Stating nationality age 
qualifications and experience. together with copics 
f two recent testimonials, 10 be addressed to the 
Hospital Secretary Royal Cornwall Infirmary 
Truro (6589) 


HOUSE SURGEON 


for Orthopaedic and E.N.T. duties (approved for 
F.R.C.S. exam.) Tenable for six months from 
March 1, 1957, and open ‘to pre-registered practi- 
tioners Apply within one weck, stating post and 
hospital, age. qualifications. experience. with copics 
of two recent testimonials, to Secretary, above 
Committee, St. James’ Hospital. Birkenhead 
(Pr.6965) 


Dec. 22, 


1956 


Orthopaedics—contd. 
CAMBRIDGE, 


ADDENBROOKE’'S HOSPITAL 


HOUSE SURGEON 
to Orthopaedic Department for six months from 
february 1987. Recognized pre-registration ser- 
vice Apply stating age 


nationality, qualifications 


and experience (with dates), and copies of three 
testimonials, to Secretary. by January Interviews 
January 1§ (Pr.6854) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required January 19 for Orthopaedic, E.N.T. and 
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SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR in Medical Paediatrics 
at the Roval Hospital for Sick Children, Edin 
tgh, vacant on February 19, 1957 Apply 


giving particulars of age, previous experience and 
qualifications, and the names of two referees. to 
the Secretary, 11, Drumsheugh Gardens, Edin- 
burgh, 3, by January 12 (6937) 


WANDSWORTH HOSPITAL GROUP 
St. James’ Hospital, Balham, London, §.W.12 


SENIOR HOUSE OFFICER (Paediatrics) 


Eye Departments Pre-registration post Appl with at least six months’ pacdiatric experience 
atiOMs, Stating age, qualifications and expericnce Vacamt January 14 Post recognized for DCH 
with copies of two recent testimonials, should be Applications Stating age, qualifications, cxperi 
sent immediately to Group Secretary at above ence, and two referees, to Group Secretary at 
tdress (Pr.6885) above address by January 3, 1957. (0115) (6951) 
IILSURY & SOUTH-EAST ESSEX HOSPITAL HASTINGS, ST. HELEN’S HOSPITAL (493 beds) 


MANAGEMENT COMMITTEE 


Tilbury & Riverside General Hospital 
Orsett Branch, Orsett, Essex 


Applications are imvited for the post of Resident 
ORTHOPAEDIC HOUSE SURGEON 

Hospital The post is recognized 
under the Medical Act for pre-registration pur- 
poses and suitable candidates are invited to apply 
4 new Casualty Reception Unit is to be opencd 
at this Hospital in the near future The appoini 
ment which is vacant immediately, is for six 
months in the first instan Applications, together 
with copies of not more than three recent testi 
montals, should be rwarded to the undersigned 
G. E. Whyte. Group Secretary, Thurrock Hos- 
pital, Grays, Essex (Pr. 6613) 


above 


PAEDIATRICS 


ST. GEORGE'S HOSPITAL, S.W.1, and 
WINCHESTER AND SOUTHAMPTON GROUPS 
OF HOSPITALS 


Applications are invited for the post of 


REGISTRAR 
to the Department of Pacdiatrics The successful 
candidate will work jointly between St. George's 
Hospital Children’s Department at the Victoria 


Hospital for Children and the Winchester and 
Southampton Groups of Hospitals Candidates 
should have good experience of work in a Child 
ren’s Hospital and should hold the DC.H Mem- 


bership of the Roya! College of Physicians would 
be an advantage The appointment will be for 
one year in the first instance and the successful 
candidate wil be required to take up duty as 


after February 1! 1957 Appli- 


qualifications and 


soon as possible 
cations, stating age, education 
experience together with the names of two 
referees, should reach the undersigned not later 
than December 31, 1956.—-P. H. Constable, House 
Governor, St. George's Hospital (6909 


BEACMONT HOSPITAL, Siyae Road, Lancaster 


PAEDIATRIC REGISTRAR (Resident) 
Previous Pacdiatric experience essential. Duties 
include experience in Children’s Medical Ward. 


in Neonatal Unit and Pacdiatric ovt-patient 
clinics Unit recognized for D.C.H Candidates 
may visit hospital by dircct appoimtment Appli- 
cations, together with names of two referees, to 
Group Secretary, Royal Lancaster Infirmary 


Lancaster (6936) 


MANCHESTER REGIONAL HOSPITAL BOARD 
South Manchester H.M.C. 
The Board invite applications from registered 
practitioners for the post of 
REGISTRAR (Paediatrics) 
(resident or non-resident) at the Duchess of York 


Hospital for Babies, vacant March 1, 1957. Duties 
include attendance in the Out-patient Department 
as well as in the Wards Post provides oppor- 
tunities for teaching and research D.C.H. ofr 


M.R.C.P. an advantage Applications, stating age, 
present post, experience, and the names of two 
referees, to be forwarded to the Group Secretary, 
Withington Hospital, Manchestez, 20 (6996) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


West Middlesex Hospital, Isleworth 


REGISTRAR 
Paediatric Department Whole-time Vacant 
January Previous paediatric experience essential 


Duties include work in Children’s Unit (90 beds), 
Neo-natal Unit and Paediatric Out-patient Clinics 
Candidates may visit hospital by appointment with 
Medical Director Application forms obtainable 
from, and returnable to, Secretary, South-West 
Middlesex Group Hospital Management Committec, 
West Middlesex Hospital, Isleworth, by January 
1, 1957 (6971) 


SENIOR HOUSE OFFICER 
for Paediatrics and Gencra!l Medicine 
January 25, 1957 National 
Closing date January 2, 1957 
Administrator 


Post vacant 
scales of salary 
Apply to Hospital 


MIDDLESEX HOSPITAL 
Royal, N.W.10 
RESIDENT HOUSE OFFICER 
required in Paediatric Department Post-registra- 
tion appointment recognized for D.C.H Appoint- 


CENTRAL 


ment from February |, 1957 Applications, with 
two testimonials, to Medical Director by Decem 
ber 29, 1956 (6978) 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN SPECIAL HOSPITALS 


ONE HOUSE OFFICER 

(Pre- or Post-registration) 
required for the period February 1 to July 31 
1957 The post offers experience in pacdiatric 
surgery and is classified for pre-registration pur- 
2oses as Surgica Applications, with full details 


to Group Medical Superintendent, Royal Aberdeen 
Hospital for Sick Children, Westburn Drive, Aber- 
deen (6950) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


Fast Glamorgan Hospital, Church Village, near 
Pontypridd (316 beds and large O.P. Department. 
Committee's Base Hospital serving population of 
174,000. Recognized for M.R.C.0.G., D.R.C.O.G., 
F.R.C.S., DAD 


HOUSE OFFICER (Paediatrics) 

To commence February 1, 1957 Applications 
stating age. qualifications and experience. together 
with copies of two recent testimonials, to be sent 
to the Group Sccretary, Courthouse Street, Ponty- 
pridd (6928) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 


Applications are invited from registered medical 


practitioners, male or female, fir the post of 
HOUSE PHYSICIAN 

in the Neonatal Unit of Saint Mary's Hospitals, 

(attached to the University Department of Child 

Health) for a period of six months, vacant on 

February 1, 1987 Previous hospital experience 


experience desirable 
newborn in the 
infants in the 


essential and pacdiatric 
Duties include the care of the 
maternity department, the care of 
infants’ ward and work in the clinics under the 
charge of the Departmen of Child Health. Salary 
in accordance with National Scales Applications 
stating qualifications and experience, together with 
the names of three retcrecs, should be sent to the 
undersigned not later than December 31, 1956 

A R. Wise, General Superintendent, Saint Mary's 
Hospitals, Whitworth Park, Manchester, 13. (6669) 


BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


Children’s Hospital, Birkenhead (64 beds) 


PAEDIATRIC HOUSE OFFICER 

The post, approved for D.C.H. cxam., offers 
good experience in Surgery, Medicine, and 
Orthopaedics Tenable for six months from 
March 1. 1957, and open to pre-registered prac 
titioners Apply within one week, stating post and 
hospital, age, qualifications, experience, with copics 
of two recent testimonials, to Secretary, above 

Committee, St. James’ Hospital, Birkenhead 
(Pr.6967) 
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BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


St. Catherine's Hospital, Birkenhead 
General Hospital of 478 beds 


PAEDIATRIC HOUSE PHYSICIAN 

The post, approved for DCH. ecxam., offers 
good neonatal experience Tenable for six months 
from March 1, 1957, and open to pre-registered 
Pprachtioners Apply within one weck, stating post 
and hospital, age, qualifications, experience with 
copies of two recent testimonials, to Secretary, 
above Committee, St. James’ Hospital, Birkenhead 
Pr 6966) 


DURHAM HOSPITAL MANAGEMENT 
COMMITTEE 


Dryburn Hospital, Durham (303 beds) 


HOUSE PHYSICIAN 
for Paediatric Unit of 42 beds 
Approved pre-registration appointment and recoe- 
nized for D.C.H Post vacant February 1, 1957 
Apply, with names and addresses of two referees, 
to Group Secretary, Dryburn Hospital, Durham 
(Pr. 7004) 


MAELOR GENERAL HOSPITAL, 
(591 beds) 


Wrexham 


Applications are invited for the post of 
PAEDIATRIC HOUSE PHYSICIAN 
: above hospital, to commence February 1, 
1987 The appointment im recognized for the 
D.C.H. and for pre-registration purposes Appli- 
cations, Stating age, Nationality qualifications and 


experience, together with copies of two recent 
testimonials to the Group Secretary Macior 
Gencral Hospital, Wrexham, as soon as possible 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 


HOUSE OFFICER (Paediatric and Medical) 


30 Pre-registration acamt January 16 
Applications, stating age, experience and qualifica- 
tions, together with the names of two referees, 
should be forwarded as soon as possible to 
E. H. Hurst, St. Mary’s Hospital, Milton Road 
Portsmouth (Pr 6874) 
PATHOLOGY 


QUEEN MARY'S HOSPITAL FOR THE 
EAST END, Stratford, E.15 


REGISTRAR IN PATHOLOGY 
Appointment subject to review after one 
Application forms from Secretary, N.E 
politan Regiona| Hospital Board, Ila 
Place, W.1, to be returned by January § 


(Non-resident) 
year, 
Mctro- 
Portland 

1957 
(6904) 


QUEEN MARY'S HOSPITAL, Rochamptoa, 
London, §.W.15 (408 beds) 


REGISTRAR IN PATHOLOGY 
required whole-time NHS. terms and condi- 
tions Detailed applications (4 copies), giving 
nationality, date of birth, qualifications, experience, 
present appointments, and names of three referees, 


should reach the Secretary, Ministry of Health 
Division 4v) Norcross Blackpool Lancs by 
January 12, 1957 (7038) 


ST. GEORGE'S HOSPITAL, S.W.1 


invited for two posts of 
REGISTRAR 

to the Department of Pathology to work at St 
George’s Hospital. Hyde Park Corner, and the 
other hospitals of the St. George's Group The 
work will cover all branches of clinical pathology, 
including morbid anatomy and haematology The 
appointments will be for one year in the first in- 
stance One of these posts wil] be vacant immedi- 
ately, and one in May. 1957. Applications, stating 
age, education, qualifications, experience, and the 


Applications are 


names of two referees, should reach the under- 
signed not later than January 12, 1957.—P. H 
Constable, House Governor (70408) 


WEST LONDON HOSPITAL 
Hammersmith Road, W.6 


WHOLE-TIME NON-RESIDENT REGISTRAR 
(Pathology) 
required as soon as possible Age 
experience, names two referces, to Secretary. Board 
of Governors, Hammersmith, West London and 
St. Mark's Hospitals, Du Cane Road, W.12. by 
December 31 (6905) 


qualifications, 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 18 
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Pathology—contd. UNTTED BRISTOL HOSPITALS 
LANCASTER AND KENDAL HOSPITAL Applications are invited for two posts of 
a JUNIOR CLINICAL PATHOLOGIST 
WHOLE-TIME REGISTRAR (Pathology) (Senior House Officer grade) 
(non-resident) The appointments will be tenable for a period of 
Main duties at Central Laboratory, Royal Lan ome year from March 1, 1957, and the candidates 
ast Wiemary Appointmem for one year in will be required to reside in the Royal Infirmary 
first Re gnized for D Path Appina- for a portion of this period, normally six months 
tions . ne nae qualifications and previous The appointments will be in the Infirmary Branch 
exp togeth with names of three referees but work will include some duties in connection 
two G > Ss tary. Lancaster and Kendall Hos with the Blood Transfusion Service in the United 
’ Management Committce Royal Lancaster Bristol Hospitals Previous cxpericnce in pathology 
Intern aster (6938) not essentia 4 full course of taining will be 
provided Salary will be at the rate of £745 per 
THE UNITED SHEFFIELD HOSPITALS annum, with a deduction at the rate of £150 per 
snnum for the portion of the appointment spent 
Apr ations invited for the post « in residence Applications, stating age. qualifi- 
SENTOR REGISTRAR IN CLINICAL stions and experience, and giving names of two 
PATHOLOGY referees, should be sent, by January 1957, to 
Powess of a higher qualification desirable but Secretary to the Board. Roya! Infirmary Branch 
Brist 2 (6916) 
not entia The appointment is for one year 
im the first instance and will be reviewed annually 
It has been ag i in principle between the Board 
(G nors of United Shefficild Hospitals and 
the Sheffield Regional Hospital Board that the | PHYSICAL MEDICINE 
xtended for the full period, wi 
t i t t to satisfactory work and pro SOUTH-EAST METROPOLITAN REGIONAL 
z ween the United Shefficid Hospitals and HOSPITAL BOARD 
‘ th Region (at present th Derbyshire 
k t or ations, stating age. quali 
fi nee. with the names f three Applications are invited for the appoimment 
oh J b later than January § (whole-time or maximum part-time) of 
the Chief Administrative Officer, the CONSULTANT IN) PHYSICAL MEDICINE 
Ln 1 Shefficld Hospitals, West Street Shefficid. 1 ' the Isle of Thanct Group of Hospitals The 
(6798) duties inciude clinical supervision and ai small 
amount of medical administration of the 250 beds 
WESTERN REGIONAL HOSPITAL BOARD at Princes Mary's Hospital (Rehabilitation), 
Wilderness Hill, Margate. Candidates should have 
Av ations «are invited for the following had considera experience in the specialty A 
appointment, which will be for one year in the higher qualification in medicine is essential and 
first instance the appropriate diploma uw desirable Applicants 
REGISTRAR IN PATHOLOGY may visit the hospitals concerned Apply, stating 
based at t Victoria Infirmary, Glasgow Appli- nationality, age, sex, qualifications and experince 
stioms ¢ stating dat birth. qual including details of present appointment and otf 
fea ’ “I « present a intment and war service, together with the names and addresses 
the names of three referees. to reach the Secre f three reterees. to the Secretary Advisory 
tary Western Regional Hospital Board, 64. West Appointments Committce yuth-East Metropolitan 
Regent Street, Glasgow, C.2, by January 12. 1957 Regional Hospital Board, 11. Portland Place wt 
Thix appointment is subject to the National Health not later than January S, 1957 (6762) 
Servi ‘Scotiand) (Superannuation) Regulations 
(7055 ROYAL MARSDEN HOSPITAL 
BOW GROUP HOSPITAL MANAGEMENT 


COMMITTEE 
SENIOR HOUSE OFFICER IN PATHOLOGY 


(residen n esident) required at St. Andrew's 
Hospita Devons Road. Bow. E 3 No previous 
apericnce n ssary Training in all branches of 
patholog available Appointment for one year 
in the first instance Post vacant on January | 
19 Applications to Group Secretary, 2a. Bow 
Road Ff (6952) 


HOSPITAL 
ove, S.E.22 


DLLWICH 
East Dulwich 


Applications invited for appointment as 
SENIOR HOUSE OFFICER (Pathology) 


Resident post, for six months in first instance 
Apply giving argc qualifications and previous 
posts with iy testimonials or names of two 
referees, to Group Secretary, Dulwich Hospital, not 
at than Decemt 31 (6807) 
WHIPPS CROSS HOSPITAL, London, E.11 
Applications are invited for the post of 
SENIOR HOUSE OFFICER (Pathology) 
at the Area Laboratory Vacant early February 
198 The post is normally a resident one but 
applications will be considered from persons wish 
ing to be non-resident, providing that they will 
reside near the hospital and be on call Applica 
tien form from th Hospital Secretary, to be 
return by December 31 1956 (6910) 


BOARD OF MANAGEMENT FOR GLASGOW 
NORTHERN HOSPIT ALS 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
n Pathology and Hacmatology at Stobhill General 
Hospital, Glasgow The aprointment will be for 
ne vear in the first instance Applications, stating 
ag qualifications experience and present 
snd naming two referees, to be lodged 
retary. 13, Woodside Place. Glasgow 


ember 26. 1956 (6949 


appointment 
with the Sec 
C3. tv D 


MARGARET'S HOSPITAL 


SENIOR HOUSE OFFICER (Pathology) 

Post vacant January 1, 1957. Salary on national 
scal «ss deduction for board, lodging, ctc Busy 
large eencral hospital with casy 
ondon Applications, with names of 
the Group Secretary. Epping 
*Oak Cottage” The Plain 
December 28, 1956 (6614) 


EPPING, Sf. 


Essex. by 


ASSISTANT MEDICAL OFFICER 
Department of Physical Medicine in the 
Part-time Medical Officer One session 
a week Apply, on a form to be obtained from 
the House Governor, not later than January 9 
19587 


in the 
grade of 


PLASTIC SURGERY 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Salisbury Group Hospital Management Committee 
Plastic and Oral Surgery Centre, 
Odstock Hospital, Salixbury 


App'ications are invited for the whole-time ap- 


poimtment of 


PLASTIC SURGICAL REGISTRAR 
which falls vacant on February 28. Post provides 
wide experience of all aspects of Plastic Surgery 
including treatment of burns in a special Burns 
Unit, and opportunities for research Some pre 
vious experience in gencral surgery essential 
Married accommodation could possibly be made 
available Application forms obtainable from 
Group Secretary, Odstock Hospital, Salisbury. and 
should be returned by January 9 (6856) 


GLASGOW ROYAL INFIRMARY 


JUNIOR HOSPITAL MEDICAL OFFICER 
io Burns and Plastic Unit 
than December 31 
reference, to the 
for Glasgow 
Hospitals, 135 
(6940) 


Apply in writing, not later 
1956, giving three names for 
Secretary Board of Management 
Royal Infirmary and Associated 
Buchanan Street. Glasgow, C.1 


souTi H.M.C. 


W theashaw: 
Applications are invited from registered medical 
practitioners for the post of 


SENIOR HOUSE OFFICER (Plastic Surgery) 
with three sessions per week in General Surgery 
at the above hospital, which is a General Hospital 
with 75 Plastic Surgery beds Applications, with 
full details. to the Group Secretary, Withington 
Hospital. Manchester, 20 (6793) 


Dec. 1956 


PSYCHIATRY 
MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME RESIDENT DEPUTY MEDICAL 
SUPERINTENDENT and ASSISTANT 


PSYCHIATRIST (S.H.M.O.) 

Brockhall Hospital, Langho, near Blackburn (a 
modern and fully equipped colony of over 2.000 
beds for mental defectives) Modern § detached 
house available Good experience in the care of 
mental defectives required D.P.M. desirable 
Application forms from the Semor Administrative 
Medica! Officer to the Board, Cheetwood Road 
Manchester, 8, to be returned by January 9, 1957 

(7063 


NORTHERN REGIONAL BOARD 
(Scotland) 
Applications ate invited for the whole-time 
post of 
ASSISTANT PSYCHIATRIST 


(Senior Hospital Medical Officer grade) 


at Craie Dunain Hospital, Inverness. House avail- 
able Forms of application and further particulars 
may be obtained from the undersigned with 
who m applications should be lodged by January 
Zt. 1957 A. M. Fraser, Secretary and Administra 
tive Medical Officer Office of the Northern 
Regional Hospital Board, Raigmore, Inverness 
(6759) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


1. ASSISTANT PSYCHIATRIST 
Whole-time, Senior Hospital Medical Officer grade 
Hill End Hospital St Albans (647 beds) 
Encouragement given rescarch House avail- 
able of accommodation for single candidate Hos- 
pital may ted by direct appointment App! 
cations before January 23, 19% 

2. ASSISTANT CHILD PSYCHIATRIST 
Senior Hospital Medical Officer grade, two halt- 
days a week (one day). Hertfordshire Child Guid 
ance Service Candidates may visit by appoint 
mem with the Medical Director, Hill End Chiid 
Guidance Clinic. Hill End Hospital. St. Albans 
Applications before January 25, 1957 Applica- 
tion forms obtainabie from, and returnab! to 
Secretary North-West Metropolitan Regional 
Hospital Board, Ila. Portland Place. W.1 (6906) 


be 
e vis 


BROMHA™M HOSPITAL, near Bedford 
(434 beds tor mental defectives) and 60 at Annexe 
near Sandy 


REGISTRAR IN PSYCHIATRY 


required (resident) Hospital may be visited by 
direct appointment with the Medical Superinten- 
dem Cphone Oakley 295) Application forms ob- 
tainable from. and returnable t& Secretary, Bed- 
ford Group Hospital Management Commitiec. 3 
Kimbolton Road, Bedford (8763) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SENIOR REGISTRAR IN DEPARTMENT OF 
CHILD PSYCHIATRY 
Ipswich and East Suffolk Hospital. Post provides 
comprehensive training in child family 
psychiatry Higher qualification desirable. Candi- 
dates invited to visit clinic by direct arrangement 
with HeM.C. Secretary, Ipswich and East Suffolk 
Hospital (Angicsca Road Wing), Ipswich 
SENIOR REGISTRAR IN MENTAI 

DEFICIENCY AND CHILD PSYCHIATRY 
Little Plumstead (mear Norwich) Mental Deficiency 
Group of Hospitals and Child Psychiatry Service 
The Group (1,000 beds), which is progressive and 
the centre for much out-patient work, including 
child psychiatry clinics, is recognized as a training 
centre for the D.P.M. by the Conjoint Board for 
one year. House or flat available. Candidates 
invited to visit the hospitals by direct arrangement 
with the Medical Superintendent Applications 
stating age. experience, and names of three 
referees, to Board's Senior Administrative Medical 
Officer, 117, Chesterton Road. Cambridge. by 
December 31, 1956 (6875) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Ralnhill Hospital 


Applications are invited for the post of 
SENIOR REGISTRAR IN PSYCHIATRY 


based at the above hospital. but with dutics at 
other regional and teaching hospitals in accordance 
with the regional training scheme Applicants 
should possess the D.P.M. and have reasonabic 
experience in psychiatry Married ofr single 
accommodation is availabie, if required, at an 
appropriate charge Forms of application from, 
and to be returned to. Dr. T. Lioyd Hughes 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James Street, Liver- 


received not later than January $ 
Secretary to the Board 
16897) 


pool, 2, to be 
1957.--Vincent Collinge, 


Dec. 22, 1956 


Psychiatry—contd. 
NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR PSYCHIATRIST 

Whole-time Department of Psychological Medi- 
cine Newcastle General Hospital Department 
under clinical direction of Professor of Psycho- 
logicaj Medicine, University of Durham A ppiica- 
tions, with names and addresses of three reterees, 
to Regiona! Psychiatrist, Regional Hospital Board 
Benficld Road, Newcastic-upon-Tyne, within 14 


days (6857) 


SOUTH-WEST METROPOLITAN REGIONAI 
HOSPITAL BOARD 
Cane Hill Hospital M c i 
Cane Hill Hospital, Coulsdon, Surrey 


REGISTRAR IN PSYCHIATRY 

Whole-time, resident (if unmarried) or non 
resident The hospital has four out-patient clinics 
and undertakes post-graduate teaching in associa- 
tion with the Institute of Psychiatry Every facility 
will be given for further study Candidates may 
visit the hospita] by arrangement with the Physician 
Superintendent Application forms rcturnabie 
vithin 14 days, may be obtained from the Group 
Secretary (6858) 


SOUTH-WEST METROPOLITAN REGION 
Horton Hospital Management Committee 


Applications are invited for the post of 
SENIOR REGISTRAR IN PSYCHIATRY 
with duties at Horton Hospital, Epsom, Surrey 
Applicants must possess the D.P.M. and have had 
experience in adult psychiatry Residential accom- 
modation us available for a single person. Candi- 
dates may visit the hospital by arrangement with 
the Physician Superintendent Application forms 
obtainable from the Group Secretary. Horton Hos 
pital, Epsom. Surrey. to whom they should be 
returned within two weeks from the date of this 
advertisement (7024) 


PEN-Y-VAL HOSPITAL, Abergavenny 
Vale of Usk Hospital Management Committee 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
Salary according to national scales Residential 
accommodation available for single person 
Experience in psychiatry not essental Applica- 
tions, stating age nationality, qualifications, and 
present appointment, togciher with the names of 
two referees, to be forwarded immediately to the 
Medical Superintendent, Pen-y-val Hospital, Aber- 
gavenny, Mon (6660) 


MENSTON (Mental) HOSPITAL, near Leeds 


Applications invited for whole-time appoint- 

ments 
(a) SENIOR HOUSE OFFICER 

JUNIOR HOSPITAL MEDICAL OFFICER 
Facilities available for training in all branches of 
Psychiatry in conjunction with Department of 
Psychiatry, Leeds University Salaries in accord- 
ance with terms and conditions of service of 
Hospital Medical and Dental Staff Residential 
accommodation for single persons No house or 
flat available Applications to Physician Superin- 
tendent stating age civil state, qualifications 
experience, and names and addresses of two 


BRITISH MEDICAL JOURNAL 


THE UNITED NEWCASTLE-UPON-TYNE 
HOSPITALS 


Applications are invited for the non-resident 

appointment of 
SENIOR HOUSE OFFICER 

to the Department of Psychological Medicine at 
the Royal Victoria Infirmary The successful 
candidate will have opportunity for clinical exper 
ence i in-patient and out-patient work under the 
direction of the Professor in Psychological Medicine 
at the University of Durham, and he will also be 
responsible for emergency duty as required A 
new S4-bedded research and clinical unit has 
recently been opened at Newcastic General Hos- 
pital, at which he will also have an opportunity to 
uain experience The appointment is for one 
year and will be subject to the terms and condi- 
tions of service of hospital medical staff Appli 
cations, giving full details, and the names and 
addresses of three referees, should be sent to the 
undersigned within two wecks of the appearance 
of this advertisement A. W. Sanderson, House 
Governor and Secretary, Royal Victoria Infirmary 
Newcastle-upon-Tyne. (6984) 


RADIOLOGY 


OXFORD REGIONAL HOSPITAL BOARD 


CONSULTANT RADIOLOGIST (Part-time) 
for cight sessions a week, to the Aylesbury /High 
Wycombe Arca Department of Radiology Duties 
mainly at High Wycombe War Memorial Hospital 
and Amersham Genera! Hospital, and the success- 
tul candidate will be required to live in this area 
Applicants must hold a recognized Diploma in 
Radiwlogy Applications, 12 copies, stating name 
age, qualifications, and experience, should reach 
the Secretary, 43. Banbury Road, Oxford, not 
later than January 26, 1957 (6859) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT RADIOLOGIST 
(seven h.d.p.w.) 
required for the Chichester Group of Hospitals, 
to work under the Director of Radiology for the 
Group. Candidates must have D.M.R. and wide 
experience in radiology Applications by letter 
(five copies), giving date of birth, qualifications 
experience, three referees, to Secretary (S.1) 
S.W. Met. R.H.B., Ila, Portland Place, W.1, by 
January 19, 1957 Applicants may visit hospitals 
by local arrangement (6816) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Central Middlesex Hoxpital, Park Royal, N.W.10 


REGISTRAR 
required in X-ray Department. Whole-time, non 
resident appointment for one year in first instance 
under supervision of consultant, will include teach- 
ve and some work in Mass X-ray Department 
Possession of diploma desirable Post vacant 
January, 1957. Hospital may be visited by direct 
appointment Salary £850 per anum in first year, 
£965 per annum in the second year Subject to 
Terms and Conditions of Service of Hospital 
Medical and Dental Staff. Application forms from, 
and returnable to, Group Secretary, Central Mid 
diesex Group H.M.C., Park Royal, N.W.10. by 


29 


ROYAL NORTHERN HOSPITAL, Holloway, \.7 


REGISTRAR 
in Radiology X-ray Diagnostic Depariment, 
required D.M.R.D_ essential Hospital| may be 
visited by direct appointment Applicauon forms 
obtainable from, and returnable to, the Secretary, 
Royal Northern Hospital, Holloway Road, London 
N.7. by January 3, 1957 (7046) 


CAMBRIDGE, ADDENBROOKE'S HOSPITAL 


Applications are invited for the posts of 
SENIOR REGISTRAR and 
REGISTRAR (Radiology, Diagnostic Department) 
Apply, with ful) particulars and names of three 
referees, to Secretary by January § (882) 


MANCHESTER REGIONAL HOSPITAL BOARD 


TWO POSTS OF SENIOR REGISTRAR 
IN RADIOLOGY 
as follows: (a) South Manchester Group of Hos- 
pitals, mainly at Withington Hospital. (b) Salford 
Group of Hospitals, mainly at Salford Royal and 
at Hope and Royal Manchester Children's Hos 
pitals Arrangements may later be made for the 
Persons appointed to transfer to the United Man- 
chester Hospitals for further experience and train- 
ing Application forms, obtainable from the Senior 
Administrative Medical Officer of the Board. 
Cheetwood Road, Manchester, & should be 
returned by January 2, 1957 (7026) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance 

REGISTRAR IN RADIODIAGNOSIS 
based at the Victoria Infirmary, Glasgow Appli 
cations (12 copies), stating date of birth, qualifi- 
cations, experience, present appointment, and the 
names of three referees, to reach the Secretary 
Western Regiona| Hospital Board 64 West 
Regent Strect. Glasgow, C.2. by January 12. 1957 
This appointment is subject to the National Health 
Service (Scotland) (Superannuation) Regulations 

(7087) 


RADIOTHERAPY 


OXFORD REGIONAL HOSPITAL BOARD 


ASSISTANT RADIOTHERAPIST 
(S.H.M.O. grade) 

whole-time, for the Northampton Arca Depart- 
ment of Radiotherapy Candidates should be in 
possession of the D.M.R(T) and have had experi- 
ence in radiotherapy The department at North- 
ampton General Hospital may be visited by 
arrangement with the Medical Director Applica- 
tions (12 copies), giving age, qualifications, cxperi- 
efce, and naming three referees, to reach the 
Secretary, Oxford Regional Hospital Board, 43, 
Banbury Road, Oxford, by January 31 S7 


(6781) 


ROYAL MARSDEN + 
Fulham Road, S.W.3 


Applications are invited for a full-time appoint- 

ment of 
REGISTRAR 

in the Radiotherapy Department from March, 
1987 Salary £850 per annum Candidates not 
holding a Diploma in Medical Radiology will be 
considered, especially if they have a higher quali- 
fication in medicine or surgery Forms of appli 
cation are obtainable from the House Governor, 
to whom applications, together with the names of 
three referees, should be sent by January 9, 1957 
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SURGERY 


Radiotherapy —contd. 


SOL TH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


nary rah 


CNTTED CAMBRIDGE HOSPITALS 


(Cambridge. Addenbrooke's Hospital 


RESIDENT SENIOR HOUSE OFFICER 
ia 


for Post w vacant vious exper | 
Ap rti rs 
and tcstimonials, t the S tar 
t (6808 | 
RHEUMATOLOGY 
CANADIAN RED CROSS MEMORIAL 
HOSPITAL. Taplow, Maidenhead 
REGISTRAR 
requir Unit for Research in 
Juven natism Post flera scope for those | 
nte Res h. Paediatrics, R ima oey 
‘ ation torms from and 
ret Windsor H.M<¢ Alma 
Winds January ¢ (6809 


SHEFFIELD REGIONAL HOSPITAL BOARD 


PART-TIME CONSULTANT GENERAL 


SURGEON 
for thr notional half-days per week, required for 
the Roth um Hospital, Doncaster Gate, Rother 
han forms and further details trom 
Sen Administrative Medical Officer Shefficid 
Regional Hospital Board, Old Fulwood Road, Shet- 
field Forms to t returned by January 19, 195 


(6860) 


FULHAM HOSPTTAI 
St. Dunstan's Road, Hammersmith, W.6 
Applications invited for appointment as 


SURGICAL REGISTRAR 


Post vacant March 1 1957 Candidates may visit 
hospital by arrangement with the Hospital Secre- 
tary Applications (six copies) to be submitted by 
January 4, 1957 n forms obtainable from, and 
returnable to. Group Secretary (B.M. 166), Ful 
ham and Kensington Hospital Management Com 
mittee ingham Gardens, London, S.W.5 


ST. THOMAS’ AL. Londoa, S.E.1 
SURGICAL REGISTR AR 
For a period of one year in the first instance 
There are four Surgical Registrar posts at St 
Thomas and in the Group which are inter 
changcable twe f them being resident and two 
non-resident Applications, naming two referees, 
to the Clerk of the Governors by January 5, 195 


BIRMINGHAM REGIONAL HOSPITAL 
BOARD 


1. Dudley, Stourbridge Group, 
The Guest Hospital, Dudiey 
REGISTRAR, GENERAL SURGERY 
for The Corbett Hospital, Stourbridge (114 beds) 
Experience specialty essential, higher qualification 
desirable Resident Post vacant January, 1957 
2. West Bromwich Group, 
Edward Street, West Bromwich 
REGISTRAR, GENERAL SURGERY 
for West Bromwich and District General Hospital 
Recognized for FRCS Duties in Casualty De- 
partment Opportunity deputize for R.S.O. in 


general sureery work Experience specialty re 


quired Resident 
Application forms from Group Secretaries. ¢ 
be returned December 31, 1956 (6861 


MANCHESTER REGIONAL HOSPITAL BOARD 
South Manchester H.M.¢ 


Applications are invited oi registered medica 

Practitioners for the post 
RESIDENT SURGIC "al OFFICER 
(Registrar Grade) 

at Wythenshawe Hospital The post will includ 
responsibility for General Surgical and Gynaec 
logical beds. and is recognized by the R 
College f Surecons Applications, stating ax 
qualification, present post. experience, and names 


of two referees. to the Group Secretary, Withine 
ton Hospital, Manchester 


> 


20 (7043 


BRITISH MEDICAL JOURNAL 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRARS 


IN GENFRAL SURG env 


Gi) Dewsbury Baticey and Mirficld Group 120 
General Surgical beds May include some 
duties in the Casualty Department Resident 

( H « € l On f three similar posts 
Dut jivided approximately between Gencral 
and vedic Surgery (195 General Sur 
gical and Orthopaedic beds.) May include 
som duties in th Casualty Department 
Preferably resident 

aii) H Royal Infirmary (80 General Surgical 
beds). and ther hospitals in the Hull (A 
G Non-resident Includes additiona 
duties » Casualty Department 

Applications stating ae qualifications and 
semt and previous appomtments (with 

together wit the names and addresses of 

thr ferees, t the Secretary, Joint Registrars 
Commitice, Park Parade, Harrogate, by January 
<7 (6764) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SURGICAL 

Post vacant Roch 

t Group Secreta 
Hospital. Rochda 


REGISTRAR (R.S.0.) 


dale Infirmary Apply at once 
Central Offices, Birch Hii 
(7041) 


NEWCASILE REGIONAL HOSPITAL BOARD 


REGIS 


TRAR SURGEON 


Whole-time, at Ingham Infirmary, South Shields 


Single accommodat 
for F.R.C.S Ap 
dresses of three r 


n available Post recognized 
ications, with names and ad 
ferees, to S.AM.O Regiona 


Hospital Board Road, Newcastic-upon- 


lyn 6. within 14 


days (6862) 


NEWCASTLE REC 


HOSPITAL BOARD 


West Combertand Group of Hospitals 


SURGIC AL REG ISTRAR 


to be based on W 
Appointment for on 
th h j f exten 
mediately ; modern 
available from Apr 


names ind §=6addre 


hitehaven Hospital (124 beds) 
¢ year in the first instance, with 
sion The post is vacant im 

detached house with garagc 
ii 1, 1957 Applications, with 
sses of three referees, to 


S.A.M.O 72. Warwick Road, Carlisic, within 


fourtecn days 


(6889) 


N.E. METROPOLI 


SURGICAL 


TAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR (Resident) 


Rush Green Hospital, Romford, Essex 


Recognized for 


RCS 


TWO SURGICAL REGISTRARS 
(Resident or non-resident) 
(Sleeping in on duty nights) 
Oldchurch Hospital, Romford, Fisex 
Recognized for F.R.C.S. (surgical unit of 200 


beds) 


Appointments subject to review after one year 


Application forms 
Place, W.1, to be 


from Secretary, tla, Portland 
returned by January §, 1957 
(6907) 


OXFORD REGI 


ONAL HOSPITAL BOARD 


National Spinal Injuries Centre, 
Stoke Mandeville Hospital, Aylesbury 


Applications are 


invited for the post of 


REGISTRAR 


at this Centre 
Medicine necessary 
ence in neuroiory, 
rehabilitation Full 
from the 
Mandeville Hospita 
tainable from the 
43, Banbury Road, 
January 1957 


Experience in General Surgery and 


The post offers good experi- 
urology, physical medicine, and 
details of duties, etc., can be 
Administrative Officer, Stoke 
| Applications, on forms ob- 
Secretary. Registrar Committee 
Oxford, should reach hith by 

(6562) 


THE BOARD (¢ 


GOVERNORS OF THE 


UNITED BRISTOL HOSPITALS AND THE 
SOUTH-WESTERN REGIONAL HOSPITAL 


BOARD 


North Gloucestershire Clinical Area 


Applications are 
for the joint appo 


REGISTRAR 


invited by the above Boards 
intment of 


IN GENERAL SURGERY 


Thws post becomes vacant on March 16, 1957 


The appointment 


will be held for one year in 


the first instance and be renewable for a further 


year The success 


i) candidate will be appointed 


to work for the first year mainly at the Gloucester- 


shire Royal Hosp 
required to undert 
in the area App 
qualifications and 


tal. Gloucester, but may be 
ake sessions in other hospitals 
ications, stating date of birth. 
experience, together with the 


names and addresses of two referces, should be 


sent to the Secre 
Board, 27, Tyndai 
later than January 


tary of the Regional Hospital 
is Park Road, Bristol, 8 not 
3, 1957. (7023) 


Dec. 22, 1956 


THE UNITED CARDIFF HOSPITALS 


Applications are invited for the post { 
SURGICAL REGISTRAR 


at the Cardiff Royal Infirmary, vacant immediately 
Application ft ms are av t trom he Se 
tary the Board, Cardiff Royal Infirm New 
port Road, Cardiff, and should t returned 


14 da the appearance this advertuiscme 


THE CNITED LIVERPOOL HOSPITALS 
Liverpool! Regional Hospital Board 


Applications are for temporary appoint 

ment to the post <« 
st NIOR ISTR AR IN RGERY 

to take up du at the Liverpox val Infirmary 
SOOM as esible for the pe to September 
3 1957 The person appointed wil| be gible 

apply in the summer of 19 " 
pointment for the year beginning October | 8 

ay, by J sary S$, 1957, on ftorm btainabie 
from the Secretary The United Liverpool Hos 
pitals, 80, Rodney Street, Liverpool, | (7009) 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 
TEMPORARY SURGICAL REGISTRAR (Male) 


required from January 1 1987 Applications 
d immediately to Secretary 
Romford Group HMC Oldchurch H 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointments, which will be for one year in the 
first instance 

SENIOR REGISTRAR IN SURGERY 
based at the Victoria Infirmary, Glasgow 
REGISTRAR IN SURGERY 
based at Broadstone Hospital Port Glasgow 
Applications (12 copies), stating date of birth 
qualifications, experience, present appointment. and 
the names of three referces, to reach the Sccre 
tary, Western Regional Hospital Board, 64, West 
Regent Street, Glasgow, C.2, by January 12, 1957 
These appointments are subject to the National 
Health Service (Scotland) (Superannuation) Regu 
lations (7058) 


WANSTEAD HOSPITAL 
Hermon Hill, London, E.11 (191 beds) 


Applications are invited for a newly created 
appointment: of 

SENIOR (RESIDENT) HOUSE OFFICER 
Salary £745 per annum, less £150 per annum for 
board residence The post includes the care of 
General Surgical and Orthopacdic cases and dutics 
in the Casualty Department Application is being 
made for this post to be recognized for the 
F.R.C.SAEng.) examination Applications, stating 
age, qualifications and experience, together with 
copies of two recent testimonials, should be sent 
immediately to Secretary, Forest Group H.M.C 
Langthorne Road, (6810) 


CHICHESTER GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Bognor War Memorial Hospital (32 beds) 


RESIDENT SENIOR HOUSE OFFICER 
required to work under visiting Consultant Surecon 
and Physician, also Casualty work Salary £745 
per annum. less £150 per annum for residence 
Modern fully equipped theatre. Good liaison with 
Chichester main hospitals and with local general 
practitioners Also gives opportunity for post- 
graduate reading Apply. givine three referees’ 
names, to Group Secretary 174. Broyle Road 
Chichester (6817 


GENERAL HOSPITAL, Chester-le-Street 
(204 beds) 


SENIOR HOUSE OFFIC 7 (General Surzery) 
Post vacant February 1 195 Apply, with 
names and addresses of two referees, to Group 
Secretary, Dryburn Hospita!, Durham (7007) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


Scartho Road Hospital, Grimsby 


RESIDENT HOL SE - OFFICER (Surgical) 
required. (Pre-registration or Senior House Officer 
grace.) For duties in acute surgical unit of 43 
beds, modern theatre and O.P. Department. Offers 
excellent experience of all types of general surgery 
Married quarters available Post vacant end of 
January, 1957 Applications. with names of two 
referees. to Hospital Secretary (6621) 


HULL “A™ GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Western General Hospital, Holl 


SENIOR HOUSE OFFICER, SURGICAL 
required immediatcly Extensive and interesting 
surgical experience available under full-time con- 
sultants Recognized for FRCS. Applications 
to be sent to the Hospital Secretary (6341) 


Dec. 22, 1956 
Surgery—contd. 


HARTLEPOOLS HOSPITAL MANAGEMENI 
COMMITTEE 


General Hospital, West Hartlepool (433 beds) 


Applications are invited for appointment as 
SENIOR HOUSE SURGEON or 
PRE-REGISTRATION HOUSE SURGEON 

(Recognized for F.R.C.S.) 


at the ab post becomes vacant 
end D Salting age, nation 
ality and dates), and accom 
panied by recent testimonials, 


should b sem t the Group Secretary at the 
Gen Hospital, West Hartlepool, as soon as 


‘SLE OF WIGHT GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Mary's Hospital, Newport, IW. 
SENIOR HOUSE OFFICER (Salary £745) or 
HOUSE OFFICER for pre-registration service 
(salary £425 to £525, according to experience) 


required as House Surgeon Post recognized for 
FRCS Vacant January 23 Married accom- 
modation { required Applications, with names 
of two referees, to Hospital Secretary as soon as 
possibl 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 

S.H.O. to the Surgical Department (240 beds) 
Vacant mid-February The appointment is tenable 
for one year, and ts recognized for the F.R.C.S 
It consists of six months’ General Surgery and 
six months in the special departments of Ortho- 
Plastics and Applications, with 
copies of three recent testimonials, to the Group 
Secretary. Leicester No. 1 H.MC., the Leicester 
Royal Infirmary, by December 28, 1956 (6576) 


LORD MAYOR TRELOAR GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (Resident) 
required for the Henry Gauvain Hospital, Alton 
Hampshire (114 beds). for a pcriod in the first 
instance of six months Post vacant February |! 
1987 Non-pulmonary = tuberculosis orthopaedic 
and gencral surgery Married quarters available 
in smal! cottage on estate Primary or final 
FRCS candidate preferred Applications 
together with the names and addresses of three 
referees, to Hospital Secretary, Henry Gauvain 
Hospital, Alton, Hants (6980) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


SENIOR HOUSE OFFIC FR IN SURGERY 

Vacant February 1, 19 Recognized for the 
FRCS Arthur R. Cash, Group Secretary, 
Neilson Gardens, Stoke, Plymouth (6179) 


ROYAL HALIFAX INFIRMARY (301 beds) 


SENIOR HOUSE OFFICER 
in Gencral Surgery required Post vacant in 
January, 1957. Salary £745 per annum. with deduc- 
tion of £150 per annum for board residence, etc 
Applications to the Group Secretary, Royal Halifax 
Infirmary, Halifax (6476) 


SOUTH SHIELDS GENERAL HOSPITAL 


TWO HOUSE SURGEONS 
(Pre-registration, first or second posts) 
or SENIOR SURGICAL HOUSE OFFICERS 
(according to experience) 
Required mid-January, 1957 Clinic comprises 
two visiting Consultants, a Registrar, and two 


House Surgcons Posts recognized by Royal 
Colleges Applications to Medical Superintendent 
6721) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on-Tees 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Surgery) 

at the above hospital The appointment, which 
falls vacant carly in January, 1957, is recognized 
for the F.R.C.S Applications, stating age, quali- 
fications and experience, together with two names 
for reference. should be addressed to the Hospital 
Secretary (6891) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
for a new Casualty Department. Vacant January 1, 
Duties will consist of six months as Senior House 
Officer in General Surgery, and six months 
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Casualty. The post is recognized for the F.R.C.S 
Applications, stating age and qualifications to- 
acther with copies of recent testimonials, 1 the 
Group Secretary No | Hospital Management 
Committee, The Leicester Royal Infirmary, imme- 
diately 6295 


WESTERN INFIRMARY OF GLASGOW 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN SURGERY 
The appointment will be for one year in the first 
instance and will be subject to the National Health 
Service (Scotland) (Superannuation) Regulations 
Applications, stating agc, qualifications and present 
ippoimtment and giving the names f _ three 
referees, should be submitted to the Secretary and 
Treasurer, Board of Management for Glasgow 
Western Hospitals, 10, Park Circus, Glasgow, C 

(697 


LONDON JEWISH HOSPITAL 
Stepney Green, E.1 (130 beds) 


HOUSE SURGEONS 
(Pre- or Post-registration) 
Posts vacant: (a) immediately; (b) January 3 


1957, Applications, stating age, experience, etc 
ind copies of testimonials, to be sent to the Hos- 
pital Secretary (6710) 


NELSON HOSPITAL 
Kingston Road, Merton, 8.W.20 


HOUSE SURGEON (Resident) 
(not pre-registration) 
Vacant January 21, 1957 Post recognized for 
FRCS Applications, stating age, qualifications, 
etc., with names and addresses of two referces, 


to the Secretary at above address (6877) 


WIMBLEDON HOSPITAL 
Thurston Road, Copse Hill, §.W.20 


RESIDENT HOUSE SURGEON 
(not pre-registration) 
Vacant carly January. Salary £525. Applications, 
giving age, qualifications, etc., with names and 
addresses of two referees, to the Secretary at 
above address (6878) 


BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


HOUSE SURGEON 
required end of January for general surgical and 


gynaecological beds Pre-registration candidate 
considered. Four other residents. Hospital recog 
nized for F.R.C.S. Active surgical department 
under direction of resident Consultant Apply 
stating age. nationality, qualifications, and names 
f two referees. to the Secretary (6782) 


BEDFORD GENERAL HOSPITAL (439 beds) 


HOUSE SURGEON 
required. Pre- of post-registration, recognized for 
F.R.CS. Post offers exceptional opportunities for 
gencral experience in busy acute surgical units 
Enquiries and applications, with copies of two 
recent testimonials, to Group Secretary, 3, Kim- 


bolton Road. Bedford ($752) 
ESSEX COUNTY HOSPITAL, Colchester 
(185 beds) 


Applications invited for post of 
HOUSE OFFICER (Surgical) 
First, second, third or pre-registration post, tenable 
for six months. Recognized for F.R.CS. Appli- 
cations, with copies of three testimonials, to 
Group Secretary, Colchester H.M.C., 14, Px od 
Lane. Colchester, Essex (6917 


GENERAL HOSPITAL, Ramsgate (101 beds) 
HOUSE SURGEON 

GENERAL HOSPITAL, Margate (132 beds) 
HOUSE SURGEON 


Approved pre-registration posts Salary at the 
rate of £425 to £525 per annum, according to 
experience, less £125 for residential emoluments 
Applications, with copies of testimonials, to Hos- 
pital Secretary of appropriate hospital (6285) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hull Royal Infirmary 


Applications are invited for the post of 
HOUSE SURGEON 

(Vacant January.) Recognized for 

National salary scale and conditions. Six-monthly 

appointment, terminable by one month's notice 

either side Applications to the Hospital Secre- 

tary. (6918) 


NOTTINGHAM GENERAL HOSPITAL 


RESIDENT PRE- or REGISTERED 
HOUSE SURGEON 
required carly January Applications, stating age 
qualifications, and experience, together with copies 
of testimonials, to be sent to Group Secretary 
(6314) 


MEDWAY AND GRAVESEND HOSPICAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hospital, Rochester 
(Recognized for the F.R.C.S.) 


HOUSE SURGEONS «2, 

Applications are invited for two pre-registration 
posts, general surgery, one vacant from onddic of 
january, and one trom the end of January, 1947 
If held by a registered practitioner posts will be 
limited 10 six months. Salary £425 to £525 accord 
ng to experience Applications, stating az quali 
fications, nationality and experience, to be 1d 
dressed to the Hospital Secretary (6689) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley amine, General Hospital, Shotley Bridge. 
Co. Durham (557 beds) 


Applications are invited for the following resi- 
dent post, which is recognized for pre-registration 
purposes : 

HOUSE SURGEON 

Salary £425 to £525 per annum according to ex 
Perience. Deduction of £125 per annum for board 
lodging etc Six months’ appointment Post 
recognized for F.R.C.S Applications, stating ag 
qualifications, expericnce, and enclosing copies of 
two recent testimonials, to the Group Secretary 

(6992) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


East Glamorgan Hospital, Church Village, eur 
Pontypridd (316 beds and large O.P. Department. 
Committee's Base Hospital, serving population of 
174,000. Recognized for V.R.C_0.G.. D.R.C.0.G., 
F.R.C.S., D.C.H., F.F.A.. D.A.) 


FOUR HOUSE OFFICERS (Surgery) 

To commence February 1, 1957. (To include 
duties at Porth and District Hospital.) Applica- 
tions, stating age, qualifications and experient< 
together with copies of two recent testimonials, to 
be sent immediately to the Group Secretary 
Courthouse Strect, Pontypridd (6929) 


ROYAL CORNWALL INFIRMARY, Truro 
ai 


beds) 


Applications are invited from pre- or post-regis- 
tration candidates for the post of 
HOUSE SURGEON 
General Surgery, which falls vacant on January 
1 1957 Applications, stating age, nationality 
qualifications and experience, together with copies 
of two recent testimonials, to be addressed to 
the Hospital Sccretary, Royal Cornwall Infirmary, 
Truro (6577) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (313 beds) 


HOUSE SURGEON 
to the Senior Surgeon. Vacant January 1 Appli- 
cations, with copics of two testimonials, to be 
sent to the Group Secretary (7025) 


ROYAL SOUTH HANTS HOSPITAL (278 beds) 


RESIDENT HOUSE SURGEON 
required beginning February. Pre-registration can- 
didates eligible. Applications, with copies of 
recent testimonials, should be forwarded to Group 
Secretary, Southampton Group Hospital Manage- 
ment Committee, Bullar Street, Southampton 


STAINES GROUP MANAGEMENT 
COMMITTE 


Ashford Hospital, Ashford, Middlesex (560 beds) 
RESIDENT HOUSE OFFICER (Male) 
required for general surgical and medical duties 
Six months’ appointment, Not suitable for pre 
registration candidates Applications, stating age 
qualifications and expericnce, with copies of up 
to three recent testimonials, to Medical Director 
of Hospital immediately (6908) 


WARRINGTON GENERAL HOSPITAL (344 beds) 


Applications are invited for the post of 
HOUSE SURGEON (Male or Female) 

(recognized for pre-registration) 
The post will become vacant on January 24 19%7 
Salary will be £425 to £525 per annum, less 4a 
deduction of £125 for full residential emoluments 
The staffing of the Surgical Unit consists of a 
Senior Registrar, Registrar. and two House Sur- 
geons The post offers a omprehensive training 
in surgery Apply. giving full particulars, to the 
undersigned Henry L. Boot, Group Secretary 
Warrington and District Hospital Management 
Committee, ¢/0 General Hospital, Warrington 
Lancs (6417 
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Surgery —contd. 
VICTORIA HOSPITAL, Romford, Essex (99 beds) 


— HOUSE SURGEON (Male) 


required m anuary 17 19s (Post not 

pproved for pre-registration purposes.) Applica 

dt forwarded wummediatcly the 

Romt 1 G& p Oldchurch 

H Romford (6766) 
BETHNAL GREEN HOSPITAL 


Heath Road, London, £.2 


Cambridge 


HOUSE SURGEON 
required immediate vacancy 
with twe testimonials to 


cxzistration 


ations 


HACKNEY HOSPITAL, Loadon, E.9 
(General 841 beds) 
\pplica m tor the six months’ resident appoim 
ment 


PRE-REGISTRATION HOUSE SURGEON 


vacant January 16; post recognized for F.R.C.S.) 
hould 1+ ») the Secretary above address by 
4 gsoune HH HS (Pr 6954) 


LAMBETH GROUP HOSPITAL 
MANAG EMENT COMMITTEE 


Applications are invited (preferably from women 

candidates) tor the post of 
HOUSE SURGEON (Pre-registration) 

at oth South-Western Hospita Landor Road 
Duties include general surgery, and the 
ssf spplicant will also be equired to pro 
ide relief for ve of the House Surgcon at the 
Ann McCa Maternity Hospital Application 
form can be obtained from the Secretary. (Pr.6818) 


MILDMAY MISSION HOSPITAL 
Austin Street, London, 
Applications are invited for the following pre- 

registered post 

RESIDENT HOUSE SURGEON 

February 1, 1957 Candidates should be 

in sympathy with the evangclical aime of the hos- 

pita Applications and references to be addressed 

to the Medical Superintendent as soon as possibic 
(Pr.6663) 


vacant 


BARNSTAPLE, NORTH DEVON LENFIRMARY 
ae 


beds) 
HOUSE SURGEON (Pre-registration) 


Post vacant carly January Applications to 
Group Secretary, North Devon H.M.C 19. Alex 
andra Road. Barnstapic Pr. S887 


BATH HOSPITAL MANAGEMENT COMMITTEE 


Applications are invited from medical practi- 
tioners for 

TWO HOUSE SURGEON POSTS 

st St. Martin's Hospital. The posts are recognized 
for pre-registration purposes and applications 
statina a qualifications and experience should 
be sent to the Group Secretary, Manor Hospital 
Combe Park, Bath, accompanied by three 


montals iP 


BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital, Birkenhead (174 beds) 


HOUSE SURGEON 


for gencral duties (approved r FRCS. exam) 
Tenable for six months from March 1 1957. and 
open to pre-reaistered practitioncrs Apply within 
one week, stating post and hospital, ag qualifi 
cations experience with copies f tw recent 
testimonials th Secretary abov “ommittec St 


James’ Hospital, Birkenhead (Pr.6968) 


BIRKENHEAD HOSPITAL MANAGEMENT 


COMMITTEE 


St. Catherine's Hospital, Birkenhead 
General Hospital of 478 beds 


TWO HOUSE SURGEONS 
(Approved for F.R.C.S. Exam.) 
for <ix months from March 1. 19*7. and 
r practitioners Apply within 
one week stating post and hospita arc quali 
fications, experience with copies of two recent 
stimonials, t Secretary, above Committ St 
Birkenhead Pr 


Tenable 
rewistered 


HYHY) 


BOARD OF MANAGEMENT FOR STIRLING 
AND CLACKMANNAN HOSPITALS 


RESIDENT HOUSE SURGEON 
(Pre-registration) 
at Clackmannan County Hospita Post vacant 
February 1 1957 Applications, with names f 
should be sent to the Group Medica 
Royal Infirmary. Stirling (Pr 6920 


two referecs 
Sup. rintendent 


- 
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BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 
Road. 


Royal Victoria Hospital, Shelley 


Bournemoath 


Applications are invited for the appointment of 


GENERAL HOUSE SURGEON 
h becomes vacant on December 28 Favour 
ab'e consideration will be given to suitable appli 
ants for subsequcnt House Physician appointments 


Ihe appointment is recognized for the F.R.C.S 
xamination and for pre-registration purposcs Ap 
Hions 1 the Hospital Secre*ar (Pr 6864) 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, near Maideohead 


HOUSE st RGEON 
required for post vacant January 25 Preference 


given to persons samen pre-registration post Ap 
plications, stating az qualifications, with dates 
with copies of two testimonials, to Sccretary 


(Pr 6622 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, near Maidenhead 


HOLSE SURGEON 
required for post vacant January 3! 
given to persons sccking 
Applications, stating age, qualifications (with dates), 
with copies of two testimomials, to Secretary 
(Pr 6812) 


Preference 
post 


CHESTER ROYAL INFIRMARY 
Applications are invited for the post of 
HOUSE SURGEON (General) 


vacamt February 11, 1957. Recognized for FRCS 
and =pre-registration service Applications, giving 
full details, together with the names and addresses 


of two referees. should be forwarded to the Hos- 
pital Secretary (Pr 
HOSPITAL 


DARLINGTON MEMORIAL 
(208 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
(approved Pre-registration appointment) 
which post is recognized for the F.R.C S(Eng) 
Salary in accordance with National scale Apply, 
giving age and references, to the undersigned forth- 

with.—G. W_. Beckwith, Group Secretary 
(Pr 6993) 


INFIRMARY, Derby 


DERBYSHIRE ROY 


HOUSE St RGEON (General Surgery) 


Pre-registration candidates eligible Vacant 
January 3, 1957 Apply, stating details, with 
pies of two testimonials, to Secretary. (Pr.6768) 
DRYBURN HOSPITAL, Durham (303 beds) 
HOUSE SURGEON 
Approved pre-re = m post and recognized 
under the FR regulations Post vacant 


February 1, Apply, with names and ad- 
fresses of two referees, to Group Secretary, Dry- 
burn Hospital, Durham (Pr 7005 


DUDLEY, STOURBRIDGE AND DISTRICT 
HOSPITAL GROUP 


1957 


The Corbett Hospital, Stourbridge (114 beds) 
HOUSE OFFICER, SURGICAL (Pre-registration) 
The Guest Hospital, Dudley (154 beds) 
HOUSE OFFICER, SURGICAL (Pre-registration) 


Posts vacamt January, 1957 Apply Group See 
retary, The Guest Hospital, Dudicy. Worcs 

(Pr. S786) 

ENFIELD GROUP HOSPITAL MANAGEMENT 


COMMITTEE 
Chase Farm Hospital, Enfield, Middlesex 


RESIDENT HOUSE SURGEON 
(Approved pre-registration, first or second post) 


February 2. 1957. Duties with a general 
unit. Post recognized by the Royal Col- 
Surgeons Six months’ appointmen 


addresses of two 

at Chase Farm 

Middlesex 
(Pr.6955) 


FPSOM DISTRICT HOSPITAL 
Dorking Road, Epeom, Surrey 


with names and 
wp Secretary 
Enfield 


Applications 
referees. to the Gr 
Hospital, The Ridgeway 


RESIDENT How st SURGEON 
required February § Pre-registration post 
ygnized for F.R.C Applications, stating age 
qualifications, and experience. with copies of two 
mt testimonials, should be sent, as soon as 
ssible. to Group Secretary at above address 
(Pr.6624) 


GENERAL HOSPITAL. Chester-le-Street 
(204 beds) 


HOUSE St "RGFON 


ed pre-registration post Post vacant 
F : 1, 1987 Apply, with names and ad- 
dresses of two referees, to Group Secretary, Dry- 


burn Hospital, Durham (Pr.7008) 


1956 


Dec. 22, 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 
App ications are invited for the undermentioned 
Spomtments 
“HOt SE SURGEON, General (ist or 2nd post) 

To commence January 1, 195 
HOUSE SURGEON. General, Gynaecology and 
Obstetrics (ist or 2nd post) 


To commence January 1, 1957 
Pre-registration posts Recognized under F.R.CS 
regulations Applications to Group Secretary, 


Hertford, Herts 
(Pr 


Hertford H M.C., County Hospital 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal Infirmary (312 beds) 
HOUSE SURGEON 
commence duties as 
post is recognized as a pre-rceRis- 
RCS Salary 


Required to soon as 
possible The 
tration appointment and for the ft 
in accordance with National Scales Applications 
together with copies of three recent testimoniais 
to be addressed to the undersigned as soon as 


possible H. J. Johnson, Secretary to the Manage- 
ment Committee, the Royal Infirmary, Hudders- 
field (Pr.6972) 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (303 beds) 


PRE-REGISTR ATION HOt SE SURGEON 
(male or female) 


required Generali Surgery and Gynaccology 
Vacant February 3 Apply. giving age. qualifica- 
ions, experience, and copies of two recent testi 
monials, to Hospital Secretary (Pr 6985) 


LEEDS REGIONAL HOSPITAL BOARD 
HOUSE SURGEON 


Recognized pre-registration posts will be avail- 
abie for the six months commencing February 1, 
1957, im the following hospitals approved under 
the Medical Act, 1950 
Scarborough Hospital (191 beds)—! vacancy 
*County Hospital, York (222 beds)—1! vacancy 
*Hull Royal Infirmary and Sutton (281 beds)}— 

vacancy 

Western Gencral Hospital Hull (543 beds}— 

| vacancy 

Kingston Generali Hospital, Hull (398 beds)}— 

1 vacancy 
*Westwood Hospttal, Bevericy (202 beds)— 
vacancy 

East Riding General Driffield (249  beds)}— 

| vacancy 
*Pontefract Gencral Infirmary (100  beds)— 
vacancy 

Stainclifle Hospital, Dewsbury (314  beds)— 

vacancy 
*Huddersficld Royal Infirmary (305  beds}— 
| vacancy 
*Bradford Royal Infirmary (S07 beds) 3 vacancies. 
*St Luke's Hospital Bradford (828 beds)— 
1 vacancy 
*Harrogate General Hospital (253 beds)— 
vacancy 
*Recognized for F.R.CS 

Application forms can be obtained from the 
Senior Administrative Medical Officer, Park Parade. 
Harrogate, or from the Dean, Schoo! of Medicine, 
Thoresby Place, Leeds, 2, and should be returned 
to cither of the above named as soon as possible 
Application may be made in advance of results of 
final examination Candidates wishing to apply 
for posts at more than one hospital should com- 
picte a separate form in respect of cach hospital 

(Pr.6769) 

LINCOLN COU NTY HOSPITAL (200 beds) 


Applications are invited for the pre-registration 
post of 
HOUSE SURGEON 

The post is tenable for a period of six 
from February 1, 1957, and can be fol! 
a pre-registration post of House 
desired Applications, giving full particulars. 
should be addressed to R. W. Howick, Group 
Secretary (Pr.6879) 


months 


LITTLE BROMWICH GENERAL HOSPITAL 
Birmiogham, 9% 


HOUSE SURGEON (male or female) 


Recognized as pre-registration appointment Apply 
Physician Superintendent with copies of two testi- 
monials or names of referees (Pr.6623) 


MACCLESFIELD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE OFFICER IN SURGERY 


Pre-registration post Acute Surgical Unit of 
100 beds Recognized for F.R.C.S. purposes 
Main casualty dutics undertaken by Senior Resi- 
dent Practitioner Apply immediately to Group 
Secretary. Willerby House," Cumberland Street. 
Macclesficid (Pr.6838) 


Dec. 22, 1956 
Surgery—contd. 
MAELOR GENERAL HOSPITAL, Wrexham 
(591 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital, to commence duties on 
February 1. 1957 The appointment is recognized 
for the Diploma of FRCS. (Eng and Edin) 
and is a pre-registration post Applications, stating 
age. nationality, qualifications and experience. with 
copies of two recent testimonials, to be sent to 
the Group Secretary, Maclor General Hospital 
Wrexham, as soon as possible (Pr.6839) 


NEWMARKET GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
vacamt January 1, 1957 Duties include surgical 
house charge of gencral surgical, E.N.T. and Eye 
cases. Post resident and available for six months 
recornizced for pre-registration Applications, with 
copies of three testimonials, to the Medical 
Superintendent (Pr 
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ST. RICHARD’S HOSPITAL (400 beds) Chichester 
Group Hospital Management Committee 


TWO HOUSE SURGEONS (Pre-registration) 
required for General Surgery for six months only 


n the first instance Posts vacant January | 
195 Posts recognized for F.R.C.S Applica- 
toms, stating age, qualifications and expericnce 


giving names of two persons trom whom reference 
may be obtained, should be scent to the Surgeon 
Superintendent (Pr.6880) 


SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Salisbury General Hospital 


Applications are invited for the appointment of 
RESIDENT HOUSE SURGEON /HOUSE 
PHYSICIAN 
to run consecutively in this order from February 
19, 1987, for a period of six months in each post 
Post open to pre-registration candidates Apply. 
naming two referees, to Group Secretary, Odstock 
Hospital, Salisbury (Pr 6866) 


NEWPORT AND EAST MONMOUTHSHIRE 
GROUP 


PRE-REGISTRATION HOUSE SURGEONS 
POSTS 


are vacant on February 1, 1957, or a little 


earlier Royal Gwem Hospital, Newport (260 
beds. 10 residents). Three posts, all recognized 
FRCS St. Woolos Hospital. Newport (379 
beds) One post Recognized for F.R.CS 
Pontypool and District Hospital, Pontypool (126 
beds, 4 residents) Two posts Both recognized 
FRCS Write, quoting two referees and post 
preterred, two T. A. Jones, Group Secretary, 64 
Cardiff Road. Newport, Mon (Pr.6592) 
NORTHERN IRELAND HOSPITALS 
AUTHORITY 


Fermanagh County Hospital 


HOUSE SURGEON 

January 1957 Approved pre 
Offering experience in General 
and Midwifery. Applications 

reference, aS SOON as possible t& 


required = carly 
registration post, 
Sureery, E.N.T 
with names for 


the Secretary. Fermanagh County Hospital, Ennis- 
kil’en, N. Ircland (Pr.6942) 
Watford, Herts 


PEACE MEMORIAL HOSPITAL, 
(208 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital This is a pre-registration 
post and is recognized for F.R.C.S. Salary accord- 
ing to the N.H'S. Scale Applications, with copies 
of recent testimonials, to the Administrator 
(Pr 6382 


PLYMOUTH, SOUTH DEVON, AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East "Cornwall Hospital, 
Freedom Fields, Plymouth 


HOUSE SURGEON 


Pre-registration post Vacant January 1, 1957 
Recognized for the F.R.C.S.—Arthur R. Cash, 
Group Secretary, 7, Nelson Gardens, Stoke 
Plymouth (Pr.6180) 


ROYAL INFIRMARY, Blackburn (262 acute beds) 
HOUSE SURGEON 

required for January 23, 1957. post recognized 

for F.R.C.S. and approved for pre-registration 

purposes. Applications to Secretary, H.M.C. Office 

Roya] Infirmary, Blackburn (Pr. 6837) 


ROYAL INFIRMARY, Sunderland 


HOUSE SURGEON 
7, is recognized 


required. Post, vacant January, 195 
for pre-registration experience Apply, naming 
two referees, to the Hospital Sccretary, Roya 
Infirmary, Sunderland (Pr.7019 
RUSH GREEN HOSPITAL, Romford, Essex 
(301 beds) 


RESIDENT HOUSE OFFIC aoe (General yo 
required from fanuary 25, Post is cor 
nized for pre-registration purposes — for 
F.R.CS. Applications should be forwarded imme- 
diately to Medical Superintendent, stating also 
names of two referees (Pr.6865) 


ST. ALBANS CITY HOSPITAL 
St. Albans, Herts (384 beds) 


HOUSE SURGEON (House Officer grade) 


required for one of the two gencral surgical! 
teams (Recognized for F.R.C.S.) Post vacant 
January 1957. and tenable for six months 


Preference given to candidates secking post under 
Secretary 


the Medical Act, 1950 Applications t 

Mid-Herts Group Hospital Management Com- 

mittee. Bicak House, Catherine Street, St 
(Pr.6 


SOUTH SHIELDS, INGHAM INFIRMARY 
HOUSE SURGEON 
(Pre-registration, first or second post) 
Required January 29, 1957 Clinic comprises 
two visiting Consultants, a Registrar and two House 


Surgeons Post recognized by Royal Colleges 
Applications to House Governor and Secretary 
(Pr.6722) 


SOUTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


The General Hospital, Bikhop Auckland, 
Co. Durham (350 beds) 


HOUSE SURGEON 
required. Recognized pre-registration post. Apply 
naming two referees, to K. G. T. Luxford, Group 
Secretary, at the above address (Pr.6652) 
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THE ROYAL HOSPITAL, Wolverhampton 
(An associated Hospital of the University of 
Birmingham Medical School) 


PRE-REGISTRATION HOUSE OFFICERS 


Vacancies in Surgery occur December, carly 
January and mid-January. Applications, with 
copies of testimonials. to the Secretary (Pr 6383) 


TILBURY & SOUTH-EAST ESSEX HOSPITAL 
MANAGEMENT COMMITTEE 


Tilbury & Riverside General Hospital 
Tilbury Branch, Tilbury, Essex 
Applications are invited for two posts of 
SIDENT HOUSE SURGEONS 

at the pe hospital The hospital, within casy 
reach of London, has an active Consultative Out- 
Patient and Casualty Department and a surgical 
unit of 74 beds, where exceptional opportunitics 
exist for wide experience in acute surgery, E.N T 
and gynaccology The posts are recognized under 
the Medica! Act for pre-registration purposes, and 
suitable candidates are invited to apply The posts, 
recognized by the Royal College of Surgeons 
become vacant early in January, 1957, and may be 
followed by Pre-Registration House Physician posts 
in the Group Applications, together with copies 
of not more than three recent testimonials, should 
be forwarded tw the undersigned..-G. E. Whyte, 
Group Secretary, Thurrock Hospital, Grays, Exsex 

(Pr 6867) 


WAR MEMORIAL HOSPITAL, Wrexham 
Qs” 


beds) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital, to commence duties on 
February 1. 1987. The appointment is recognized 
for the Diploma of F.R.C.S. (Eng. and Edin.) 
and is a pre-registration post. Applications, stating 
age, nationality, qualifications and experience, with 
copies of two recent testimonials, to be sent to 
the Group Secretary, Maclor General Hospital 
Wrexham, as soon as possibic (Pr 6840) 


SOUTH-WEST MIDDLESEX HOSPITAL 
ANAGEMENT COMMITTEE 
West Middlesex Hospital, Isleworth 


HOUSE SURGEON 


Pre-registration. General Surgical Unit. Vacant 
February 1. 1957 Resident, full-time Applica 
tions to Group Secretary, West Middlesex Hos- 
pital, Isleworth, Middlesex, by January 2, 1957 


(Pr.6994) 


STAFFORDSHIRE GENERAL INFIRMARY 
Stailord (175 beds—Recovery Unit 32 beds) 


HOUSE SURGEON 
Pre-registration post. Vacant December 26 At 
end of term of service the successful applicant will 
be considered for appointment to a pre-registration 
post of House Physician if he or she has not held 
such an appointment Applications to Group Sec- 


retary tafford HMC i3 Foregate Street 
Stafford (Pr 6051) 
TEES-SIDE HOSPITAL MANAGEMENT 


COMMITTEE 


North Ormeshy Hospital, Middlesbrough 
Applications are invited for the appointment of 
HOUSE OFFICER (Surgery) 
at the above-named hospital The appointment 
which is recognized for the F.R.C.S. examination 
and pre-registration service under the Medical 
Act. 1950. will become vacant early in the New 
Year Applications, stating full details, and giving 
two names for reference, should be addressed to 
(Pr.6820) 


the Hospital Secretary 
TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on-Tees 


Applications are invited for the appointment of 
HOUSE OFFICER (Surgical) 

at the above hospital The appointment, which 
falls vacant early in January, 1957, is recognized 
for pre-registration service under the Medical Act, 
1950 Applications, stating full details and giving 
two names for reference, should be addressed to 
the Hospital Secretary (Pr.6590) 


TORBAY HOSPITAL, Torquay (166 General beds) 


RESIDENT HOUSE OFFICER (Sergical) 

required approximately middle 
Post recognized for F.R.C.S. and 
pre-registration purposes There is a compiement 
of six Resident House Officers Applications, 
stating qualifications, nationality, and age, together 
with copy testimonials (quoting reference F.955 /74) 
to the Group Secretary. Torquay District Hospital 
Management Committee, Torbay Hospital, Torquay. 
S. Devon (Pr.6244) 


male or female 
of January, 1957 


WEST HERTS HOSPITAL 
Hemel Hempstead, Herts 


HOUSE SURGEON (Pre-registration) 
required Applications, giving full details and two 
names for reference, should be sent to the Hos- 
pital Secretary as soon as possible (Pr.6648) 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Albert Edward Infirmary, Wigan 
THREE HOUSE SURGEONS 
(Pre-registration posts) 

Leigh Infirmary 
HOUSE SURGEON (Pre-registration post) 
Vacant early January. Applications, with names 
of two referees, to the Secretary, Knowsley House, 
Wigan (Pr 6986) 


WISBECH, NORTH CAMBS HOSPITAL 
(90 beds) 


North Cambridgeshire Hospital Management 
Committee 


HOUSE SURGEON (Pre-registration) 


Vacant mid-January, 1957 Post offers very 
good all-round experience in general surgery 
Applications, naming two referees, to be sent to 


the Group Secretary (Pr.6821) 


THORACIC SURGERY 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURGERY 


Thoracic Surgical Units at the Bradford Royal 
Infirmary and The Hospital, Middicton. (Aggre- 
gate of 60 beds, both non-T. B. and T.B. cases.) 


Non-resident Applications, stating age, qualifica- 
tions, and details of present and previous appoint- 
ments (with dates), together with the names and 
addresses of three referees, to the Secretary, Joint 
Registrars Committce, Park Parade, Harrogate, by 
January 1957 (6773) 


BRISTOL AND COSSHAM/FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


TWO SENIOR HOUSE OFFICERS 


required in the Thoracic Surgery Department, 
which is the Regional Thoracic Surgery Centre 
(120 beds) for the South-West. Applications, with 
full particulars, should be addressed to the Group 
Secretary, Frenchay Hospital, Brisic!, quoting 
Thoracic.” (6369) 
MIDDLETON HOSPITAL, Ukley (430 beds) 


RESIDENT SENIOR HOUSE OFFICER (Surgical) 
required for Major Thoracic Surgical Unit at the 


above hospital Applications, stating age, nation- 
ality, qualifications and experience, to Hospital 
Secretary (7000A) 
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LROLOGY 


LEWISHAM HOSPITAL, London, §.£.13 


Af ations ar invite for th t of 
SENIOR HOUSE OFFICER 
Va t Jan y 2 and j r six 
len Apr 
to 
tH 3.2.5 ¢ 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 18 


PUBLIC HEALTH 


READVERTISEMENT 
ADMINISTRATIVE COUNTY OF LONDON 
METROPOLITAN BOROUGH OF 
WANDSWORTH 


COMBINED APPOINTMENTS OF DEPUTY 
DIVISIONAL MEDICAL OFFICER AND 
DEPUTY MEDICAL OFFICER OF HEALTH 
OF WANDSWORTH 


Tt Lond ‘ “ny ¢ n nd th Met 

ah ¢ { Wandsworth avi 
gistered medica thomers 
ioma in Put H th f t n 

ty Divisional Medica 

( uy € n Health D 19 

Metropolitan B ughs 
worth, and Deputy Bor ah a 
for Wandsworth Remuner 

he with the formula for mixed 
ntiment ved by mimittec 
Medica! Whitley m und tying within the 

f £2,028 1 £2,368 Commencing salary 
thw ran will depend on the points 
th mstit r scaics at whict tw ruth ties 
res siace the successf indidat Thes 
tw scales Deputy Divisional Medical Officer 
ite £55 to £2,005 und De y Borough 
Medical Officer of Health £1.910 by £105 to £2,121 
by ¢ t £2,175 I particulars f the com 


bined appointments and application forms may b« 
obtained from the Clerk { th London County 


‘ «wl th County Ha Westminster 
Bride Londen, SE! Compicted forms should 
be returned by not later than first post on Monday 
January 14 1987 2406) (6892) 


CITY AND COUNTY OF 
KINGSTON-UPON-HULL 


ASSISTANT MEDICAL OFFICER 
Applications are invited from registered medical 
practitioners preferably holding a Diploma in 
Puble Health, for the appointment of Assistant 


Medical Officer f duties in the Maternity and 
Child Welfar School Health, and other Local 
Health Authority's services Salary sca £1,050 
bw by (5) to £1,475, plus essential user 
car allowance Particulars of the appointment and 
forms f application may be obtained from the 
Medical Officer { Health. Guildhall, Kingston- 
ipon-H to whom completed application forms 
must be returned not later than January 7, 1957 

(6783) 


COUNTY BOROUGH OF MERTHYR TYDFIL 


Applications ate invited from male registered 
medical practitioners for the post of 
SENIOR ASSISTANT MEDICAL OFFICER OF 
HEALTH AND SCHOOL MEDICAL OFFICER 
Anp 


must possess the Diploma in Public 


have had previous experience in Schoo! 
Health ernity and Child Welfare. and general 
Put uth work The person appointed will be 
responsit nder the direction f the Medical 
Offi Health, for ‘carrying out administrative 
and other duties in all sections of the work of the 
Health Department, and must t capable f 
suming f responsibility for the Department 
when necessary The appointment is whole-time 
and the sw ssful candidate wi not be allowed t& 
engage private practice Appointment will be 
terminable at any time on three months’ notice, in 
writing n cither side The successful candidat 
w be required to pass a medical examination for 
Superannuation purposes Salary: £1,475 by four 
annual increments of £55 to £1,695 (commencing 
salary to be determined by cxperience at the dis 
tion of the Local Authority) There is no 


Deputy Medical Officer of Health on the staff 
Forms of application and further information may 
be mained from the undersigned and must t 
ving names of three referees, by Satur 


returne 
day Jan 12. 1957 (Siened) T. H. Stephens 
Medica of Health and Principal School 


Medical (Officer Department of Public Health 
Town Hall. Merthyr Tydfil. Glam (7010) 
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CITY OF BIRMINGHAM 
Public Health Department 


PART-TIME SPECIALIST ANAFSTHETIST 
Apnli 


ions a nvited for the appointment of 

part-tim Specialist Anacsthetist to work in the 

Maternit ind «Child V/cifare Dental Service tor 

tw ssiOMs per week Duties will be concerned 

with givin snaesthetics for dental cxtrac 

t x ang nursing mothers and ne 

hiid th S years ‘ ence Ww 

n ints wh hoid the DA. of 

similar Meher qua Remuncration will be 

n jetails of ag qualifications 
x togeth with the mames 

H h. Public Health Department, Con 
Suc Birminghan mu jater than } 

(6973 


CITY AND COUNTY OF 
KINGSTON-UPON-HULL 


DEPUTY MEDICAL OFFICER OF HEALTH, 
DEPUTY PRINCIPAL SCHOOL MEDICAL 
OFFICER, DEPUTY PORT MEDICAL OFFICER 
OF HEALTH, MEDICAL INSPECTOR OF 


ALIENS 
Applications § are nvited from duly qualified 
medica Practiuoners for the appointment of 
Deputy Medical Officer of Health for the City 
b xcid in conjunction with the appormtments 
f Deputy Principa Scho Medica Officer 
Deputy Medica! Officer of Health (at Hull) to the 
Hul ind 6G Port Heaith Authority and 
Med Inspect Authority 
4 nts st P bit 
H dearees 
mas be con 
! d oan adv 700 per 
annum, rising by nts of £105 
n f £55 £1.965 per 
Dius 4 vance 
irs Of the rms of appli 


rned not later than January 7, 1957 (6784) 


COUNTY BUROUGH OF ROTHERHAM 
Applications are invited from registered medical 
practitioners (male) for the post of 
DEPUTY MEDICAL OFFICER OF HEALTH 
aod DEPUTY PRINCIPAL SCHOOL MEDICAL 
OFFICER 
at a salary within the consolidated range of £1,380 
by £55 (4) by £50 (1) to £1.650. The commencing 
salary will be determined at a point within the 
scale, having regard to the experience of the 
successful candidate. Applicants must possess a 
D.P.H and have had previous expericnce in schoo! 
health. maternity and and general 
public health work The person appointed will 
be responsible, under the direction of the Medical 
Officer of Health, for carrying out administrative 
and other duties in all sections of the work of 
the Health Department, and must be capable of 
assuming full responsibility for the Department 
when necessary The appointment is whole-time 
and the successful candidate will not be allowed 
to engage in private practice The appointment 
will be terminable at any time by three months 
notice in writing on cither side and will be subicct 
to the Medical Whitley Council's General Condi 
tions of Service for Public Health Medical Officers 
The appointment is also subject to the approval of 
the successful candidate by the Minister of Educa- 
tion under the School Health Service and Handi 
capped Pupils’ Regulations, 1953 The successful 
candidate will be required to pass a medical 
examination for superannuation purposes. Housing 
accommodation is available if required. Forms 
of application and further information may 
‘btained from the Medical Officer of Health 
Municipal Offices Rotherham, and must be 
returned to the undersigned, giving the names of 
three referees, and endorsed ‘“ Deputy Medical 
Officer of Health,” by January 2, 1957 Can- 
vassing of members of the Council, whether direct 
w indirect, will disqualify any candidate John § 
Wall, Town Clerk, Municipal Offices, Rotherham 


(6894 


DURHAM COUNTY COUNCIL 
Health Department 


ASSISTANT MATERNITY AND CHILD 
WELFARE MEDICAL OFFICER 
Applications are invited from registered medical 
practitioners (female) Commencing salary £1,050 
per annum, rising by annual increments of £50 
and £55 to £1,475 per annum. Travelling expenses 
will be paid in accorda with Whitley Council 


scale The appointn« is subject to. certain 
conditions, particulars of which may be obtaincd 
from the County Med Officer of Health, Shire 
Hall, Durham, to whom applications, together with 
the names of not more than three referees, should 
be sent not later than January 12, 19457 Can- 
vassing members of the Council is prohibited 

J. K. Hope. Cler f the County Council. (6886) 


Dec. 22, 1956 


COUNTY BOROUGH OF WEST BROMWICH 


MEDICAL OFFICER OF HEALTH. CHIEF 
WELFARE OFFICER AND PRINCIPAL 
SCHOOL MEDICAL OFFICER 


The Council invite applications for the abov 
st from eenticmen who bold the qualifications in 
accordance with the Local Government Act, 1933 
and the rcgulations made thereunder The salary 
will be £1,960 
ncrements 
£2,230, together 
inmcil ha 
J by the 
( meils for 
and form of 
ndersigncd, and applications must reach me not 
ater than January 14, 1957 Envelopes should be 
endorsed “Medical Officer of Health M 
Day. Town Clerk, Town Hall, West Bromwich 
ADMINISTRATIVE 
SHEFFIELD REGIONAL HOSPITAL BOARD 
The Board invite applications from registered 
medical practitioners for an appointment of 
ASSISTANT ADMINISTRATIVE MEDICAL 
OFFICER 
the salary scale for which is ¢1,.680 by {80 (4) by 
4100 (1) to £2,100 The person appointed will 
be responsible to the Scnior Administrative Medical 
Officer, and will be largely, but not entirely, con 


cerned with mental health matters 
should have had hospital expericnce, some « 

ably in a mental hospital The appointment is 
subject to the Whitley Council terms and condi- 
tions of service, to the Nationa! Health Service 
(Superannuation) Regulations, and to thr months’ 
notice on cither side Applications, stating age, 
qualifications, details of past and present appoint- 
ments, and accompanied by the names of three 
referees, should reach the Secretary to the Board, 
Fulwood House, Old Fulwood Road. Sheffield 10 
by January 19. 195 (4887) 


Candidates 


INDUSTRIAL APPOINTMENTS 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 
The following appointment as Appointed Factory 
Doctor is vacant: Shipley. in the County of York 
Applications, which shoukd be received not later 
than January 12, 1957. should be sent to Chief 
Inspector of Factories, 8. St. James's Square. 
London, S.W.1 (6920B) 


OVERSEA (Vacant) 


RHODESIA: IMPORTANT TOWN. OPHTHAL- 


mic practice for disposal Income £2,800 per 
annum. Premium (including equipment worth £600) 
£2.750 All details from Medical Practices 


Advisory Bureau, B.M.A. House, Tavistock Square, 
W.c.l 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Alirica and India Apply 
Secretary, Damien Society, 47, Fitzwilliam Square. 
Dublin 


JUNTOR MEDICAL OFFICER 

A vacancy exists for a Junior Medical Officer at 
Havelock Mine, Swaziland. The commencing salary 
is £1,240 per annum, plus a free house furnished for 
a single man, and the two Mine Medical Officers 
are provided with a free car for use on official duty 
The mine is situated approximately 250 miles from 
Johannesburg, and has a healthy temperate climate 
The successful applicant will be responsible for his 
fare to the mine Applications should be addressed 
to the Princioal Medical Officer, Shabanie Mine 
Shabani Will applicants please state the carliest 
date they are able to commence dutics (7089) 


SOUTH AFRICA. DOCTOR REQUIRED FOR 
five-year appointment at Christian Hospital in 
Transvaal Commencing salary £850 to £1,050. 
according to experience. Cost of living allowance 
Increment Four months’ leave on full pay at 
end of five-vear contract Must be a member of 


Protestant Church Details from the Rev 
Ian M. Paterson, Church of Scotland Offices, 121 
George Street. Edinburgh, 2 (7061) 


APPROVED INTERNSHIPS AND RESIDEN- 
cies available beginning July 1, 1957 600-bed 
general hospital Monthly stipend plus mainten- 
ance: Internships. $200.00: Residencies in Medi- 
cine. Surgery. General Practice, Pathology. and 


Radiology $240.00 first year Apply now to 
Administrator Good Samaritan Hospital. Cincin- 
nati 20, Ohio. U.S.A (6386) 


=| 
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Oversea (Vacant)—contd. 
DALHOUSIE UNIVERSITY 


Applications are invited from pathologists with 
experience in surgical pathology and undergraduate 
teaching for the position of 

ASSOCIATE PROFESSOR OF PATHOLOGY 
in Dathousie University Salary $9,000 by $500 to 
$11,000, with superannuation and certain feces 
Further information may be obtained from Profes- 
sor W. A. Taylor. 62, University Avenuc, Halifax 
N.S.. Canada. to whom two copies of applications 
should be submitted (7014) 


HER MAJESTY'S OVERSEA SERVICE 
Kenya 


MEDICAL OFFICERS 
with qualifications regstrable in United Kingdom 
required for general duties 
Successful candidates may be posted to any station 
in Kenya During ecarlicr years of service an 
officer will be expected to carry out general medical 


and surgical duties, including varying amount of 
public health administration In most stations 
even if remote from larger towns, it is possible 


branch of 
officer is 


particular 
which the 


interest mm any 
suracry to 


to maintain 
medicine or 
attracted 

The work of every medical officer is based on a 
hospital which may vary in size and facilities from 
small district hospital, meeting needs of compara- 
tively primitive community, to large and modern 
provincial hospital 

Appointments can be made on permanent basis 
with pension (non-contributory), or on short-term 
contract with gratuity (taxable) payable on satis- 
factory completion of service. Normal retiring age 
is SS. Salary ranges from £1,284 to £2,115 a year, 
starting point determined by expericnce Four 
extra increments given to successful candidates pos- 
sessing the F.R.C.S.. M.R.C.P.. D.P.H., of other 
approved higher qualifications 

Permanent Medica) Officers are cligible to be con- 
sidered at any time for promotion to super-scaic 
posts in Kenya and other territorics in medical 
administration or, if they possess higher qualifica- 
tion and suitable experience, in specialist posts 

Quarters at rental varying from £30 to £78 a year 
according to size and type, and furniture at rate 
varying from £15 to £36 a year. Free passages in 
both directions for officer and wife and up to cost 
of ome adult fare for children. Taxation at local 
rates. Annual local leave permissible and gencrous 
home leave granted after each tour of from 24 to 
45 months. Educational facilities availabic 

Application forms from Director of Recruitment 
Colonial Office, Great Smith Street, London, S.W.1 
‘quoting BCD 117/7/02) ($217) 


MAKERERE COLLEGE 
The University College of East A 


Applications are invited for 
LECTURESHIP IN SURGERY 
Salary scale £1,446 by £57 to £1,617 by £60 to 
£1,737 by £63 to £1,989 per annum. Child allow- 


ance £50 per annum per child (max. £150 per 
annum) F.SS.U Passages for appointee and 
family (up to four adult passages) on appoint 


ment, termination, and leave (three months every 
21 menths). Rent according to quarters provided 
#45 to £84 per annum (including basic furniture) 
Duties to be assumed as soon as possible after 
July 1, 1987 Appointment on secondment (mini- 
mum period 21 months) would be considered 
Detailed applications (six copies), naming three 
referees. by January 19, 1957. to Secretary, Inter- 


University Council for Higher Education Over- 

seas. 29. Woburn Square, London, W.C.1, from 

whom further particulars may be obtained 
(6988) 


OPPORTUNITY FOR RESIDENCY TRAINING 
for a limited number of Physicians starting Janu- 
ary. 1957, or July, 1957. Accredited for rwo years’ 
training Salary range $400-$450-$500 a month 
For further information contact Jack A. Wolford, 
Hospital, 


M.D.. Superintendent, Hastings State 
Ingleside, Nebraska 
PITTSFIELD GENERAL HOSPITAL 
Pittsfield, Mass., U.S.A. 
RESIDENT IN PATHOLOGY 
200-bed hospital with well equipped laboratory 


in beautiful congenial part of New England. Sum- 
mer and winter sports. English pathologist. Medica! 
school appointment available. Salary $300 monthly 
Passage paid. Apply. air mail, Dr. W. Beautyman 
Pathologist (6457) 


PSYCHIATRIST 
Fully qualified, to direct programme of Clinical 
Psychiatry at institution for mentajly retarded and 
for disturbed children in New England, one of 
the most progressive programmes in U.S.A. (1,480 
Patients) Must be capable of directing diagnostic 
staff conference, seminars, and of co-ordinating a 
team which includes all major and ancillary ser- 
vices Substantial salary starting at $9,360.00, 
paid vacation, sick leave, retirement system, cic. 
Apply to Peter W. Bowerman, M.D., , Pw 
Box C. Pownal, Maine, U.S.A. (6943) 
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NEW ROCHELLE HOSPITAL, New Rochelle, 
New York, U.S.A. 


(360-bed general community 


hospital) 


Approved by the Joint Commission on Accredita- 
tion of Hospitals Also approved by the American 
Colicge of Surgeons and American Medical Associa- 
tion for Internship and Residency training Only 
graduates of approved university schools accepted 
Internships available for the one-year term com 
mencing July 1, 1957. Stipend is $200.00 per month 
us complete maintenance Passage back «& 
England paid by hospital after completion of 12 
mooth internship (6087) 


ROSWELL PARK MEMORIAL INSTITUTE 
Buffalo 3, New York, U.S.A. 


Applications are invited for 
SENIOR HOUSE OFFICERS 
in Surgery. Pathology, Radiology, Medicine, and 
Anaesthesiology, for one year beginning July 1 
1957. Salary is $4,100. Modern 300-bed research 
hospital With associated basic science laboratories 
Applicants’ letters summarizing education, surgical 
experience and investigate accomplishments 
should be sent to Dr. George E. Moore, Director 
Three years of general residency taining is a 
minimal requirement Active participation in 
cancer research problems is mandatory (6149) 


THE DOCTOR'S HOSPITAL, New York, U.S.A. 


Applications invited for the following post 
ONE RESIDENT OBSTETRICAL HOUSE 
OFFICER 
Duties to commence Apri! 1, 1957. The monthly 
salary will be $300 with free board, lodging, and 
laundry Selected applicants will be expected to 
sign a contract for one year Return passage by 
boat or plane will be paid for by the Hospital 
Only Post-registration graduates of British Univer- 
sities who have done their military service OF are 
exempt from it will be considered Applications 
with copies of two recent testimonials, should be 
sent to Box 3171, B.M.J.. before February 1, 1957 


UNITED HOSPITAL, PORT CHESTER, NEW 
York, U.S.A 2900 bed. fully approved, gencral 
hospital, offers One year rotating internship to 
graduates of appreved medical schools; period 
beginning July 1, 1957. Stipend $200.00 monthly 
plus room and uniforms. Meals may be purchased 
at a nominal fee in the Hospital Cafeteria Ad- 
dress application to Administrator, United Hospital 
406, Boston Post Road, Port Chester. New York, 
U.S.A (7011) 


UNIVERSITY COLLEGE OF THE WEST 
INDIES 


Applications are invited for 
LECTURESHIP IN ANATOMY 
Duties include lecturing in Human Anatomy and 
assistance in practical courses of Histology to 
students working for medical degrees of University 
of London Registrabic medica! qualification 
essential Salary scale £1,000 by £100 to £1,300 
by £100 to £1,700 per annum Entry point deter- 
Child 


mined by qualifications and experience 
allowance F.S.S.U Unfurnished accommoda- 
tion at § basic salary, or suitable allowance in 


lieu. Passages up to five persons on appointment 
normal termination and wicnnial study leave 
Duties to be assumed by March 30, 1957, or as 
soon thereafter as possible Detailed applications 
(ten copies), naming three referees, by January 15 
1957, to Secretary, Senate Committee on Colleges 
Overseas in Special Relation, University of Lon 
don. Senate House, London, W.C.1, from whom 
further particulars may be obtained (6987) 


UNIVERSITY OF THE WITWATERSRAND, 
Johannesburg, South Africa, and 
THE TRANSVAAL PROVINCIAL 
ADMINISTRATION 

Applications are invited foe appointment to the 
joint sta? of the University ind the Johannesburg 
Hospita! as 

PROFESSOR OF SURGERY AND CHIEF 

SURGEON 
Duties are to be assumed as soon as possible 
The salary attached to the appointment is £2,700 
per annum, with cost of living allowance In cer- 
tain circumstances Membership of the Provident 
Fund is compulsory and involves a contribution 
at the rate of 7 of the salary Applicants are 
advised to obtain a copy of the information sheet 
relating to this vacancy from the Secretary 
Association of Universities of the British Com- 
monweatth, 36. Gordon Square, London, W.C.1 
Applications close, in South Africa and London 


on Janwary 31, 1 (6957) 
WANTED, HOUSE PHYSICIANS, 345 BED 
gencral hospital Rotating Service $300 per 
month, room and board furnished Must speak 
fluent English Apply immediately for July 1, 
1957, appointment.—Kentucky Baptist Hospital, 
Lonisvilie, Kentucky. H. L. Dobbs. 

(eid 


WANTED, INTERNS FOR JULY, 1957. SALARY 
$100 monthly with full maintenance 12 months 
rotating service Teaching programme Write, 
Thomas J. Quigley, M.D.. St. Vincent’s Hospital 
Staten Island 10, New York 


WANTED, INTERNS, MS BED GENERAL 
hospital. Rotating Service. $200 per month, room 
and board furnished Must speak fluent English 


Apply immediately for July 1, 1957, appointment 
Kentucky Baptist Hospital, Louisville, Kentucky 
H. I Dobbs, Administrator cory 


OVERSEA (Wanted) 


ENGLISH GENERAL PRACTI- 
uioner, aged 37, four years hospital, two vears 
R.A.M.C., eight years large general practice 
emigrating Canada mid-1957 for sake of growing 
family of four children, secks opening Willing 
to take L.M.C. Initial remuneration must pro- 
vide essential family needs. Box 3164, BMJ 


CANADA. 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 


INSTITUTE OF UROLOGY IN ASSOCIATION 
with St. Peter's, St. Paul's and St. Philip's Hos- 
pitals Full-time Biochemist (science degree oF 
medical qualifications essential) required from 
March 1, 1957, for work in connection with 
urological] discase Experience of routine bio- 
chemical tests and &n interest in research necessary 
Salary in accordance with University of London 
scales. Applications, giving full details and 
enclosing copies of two recent testimonials, should 
be sent to the Secretary, Institute of Urology, 10 
Henrietta Street, London, W.C.2. Closing date 
January 31, 1957 (6919) 


UNIVERSITY OF TORONTO 
School of Hygiene 
Department of Physiological Hygiene 


Applications are invited from medically qualified 
candidates with experience in applied physiology 
for the post of 

PROFESSOR AND HEAD OF THE 
DEPARTMENT 

formerly held by Dr. D. Y. Solandt. Salary 
according to qualifications and experience, but not 
less than $8,000 per annum with usual life insur 
ance and pension benefits The main responsibility 
of the Department is the provision of postgraduate 
instruction in occupational health and applicd 
physiology to physicians taking D.P.H. and D.1.H 
courses in the school Excellent opportunities for 
research, and for co-operation with industry and 
government departments Duties to commence 
July 1, 1957. Further particulars may be obtained 
from Dr. A. J. Rhodes, Director, School of 
Hygiene, University of Toronto, Toronto, Canada 

(6945) 


ST. GEORGE'S HOSPITAL MEDICAL SCHOOL, 
University of London, Hyde Park Corner, Lon- 
don, S.W.1 Applications are invited for the post 
of Lecturer in Pathology. The duties involve 
teaching, research and diagnostic work in histo- 
pathology The present salary scale is £1,000 to 
£1,300, and there are prospects of promotion to a 
senior gradc Applications should reach the 
Director of Pathology (from whom further particu- 
lats may be obtained) by January 26, 1957 
(7081) 


UNIVERSITY OF ABERDEEN 


Applications are invited for the post of 
LECTURER IN OBSTETRICS AND 
GYNAECOLOGY 
with clinical status in the Aberdeen Teaching 
Hospitals. Salary £1,000 rising by £100 to £1,500 
with placing according to qualifications and exper 
ence F.S.S.1 and children’s allowance Pro- 
portion of removal expenses refunded. Conditions 
of appointment and forms of application should 
be obtained from the Secretary, the University, 
Aberdeen, with whom applications (15 
should be lodged not later than January 3, 1957 
Applicants outside the British Isies may submit 
one copy of application (6944) 


UNIVERSITY OF BRISTOL 
Department of Bacteriology 


Applications are invited from medical, science 
or veterinary graduates, with experience in Bacteri- 
ology and/or Virology, for the post of 

LECTURER IN BACTERIOLOGY 

The duties include undergraduate and post- 
graduate teaching, but facilities are provided for 
research The salary will be within the range of 
£1,000 by £100 to £1,750 (together with super- 
annuation and children’s allowances) according to 
the qualifications and experience of the applicant, 
Application, with the names of three referees, 
should be made as soon as possible to the Registrar, 
from whom further particulars may be obtained 

(7050) 
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HOUSES AND PROPERTY 


The possibility of opening up a practice is NOT 


» INSTITUTE OF NEL ROLOGY (QOucen Square) 
swe ENTRANCE SCHOL ARSHIPS FOR | implied by the appearance of an advertisement 
\ | TWO COURSES OF CLINICAL DEMONSTRA under this heading. 
p THONS tes held at th 
Pork Nat H Su n Wednesdays Doctor's Residence for Sale, west Ireland towne 
4 M h ’ Every facility for pract Good sporting. fishing 
om. fron hooting. vachting. £3.500.—-Box 3169, BMJ 
witt SOMEONE PROVIDE Howe AND j M The f 
wo | Downhbills Way, N.17. Detached House, now in 
k th | rm construction n prominent posilon 
‘ N n Square the ms, 2 recephon rooms well appointed 
BM IN Tl oO Squa W.C.1, and a kitchen, usual offices. Small gardens, garage spac« 
sed. Only posta £3,250 Freehold azents, Johnston Evans 
| Horne & Co 41. Queensbury Station Parade 
NOTICES Edeware 4441/2 
St ti Biochemist, oon-medical, basic grade, required NURSING HOMES 
t G itor G liord Qualifica- 
H Whitley Modern Nursing Home. Excellent residential 
‘ Writ SLO 451 ‘ ‘ y y s and district Norwich ng asc Reasonable good 
. Hospital Secretary, | and rent Fullest particulars Ernest Whal 
s ke's Hospit G rd 6869) 4, Bank Street, Norwich 
FOR SALE 
RECEPTIONISTS, SECRETARIES, For by Treaty, a@ Free- 
. . hoic roperty Standing im own erounds and 
ta it VACANT Surrey tow miles from yndon Beautifully 
“ j appointed house which has r some years been 
Wanted, young, reliable Housekeeper to doctor's in use as a Nursing Home with registered facilities 
MEDICAL CORRESPONDENCE COLLEGE. 19 practk Apply for stients. producing satisfactory income for 
t, Lon COACH. | BMJ owner Audited a nts available Property 
Med Exan AVAILABLE goodw furniture and quipment offered as a 
DPM D.LO DCH DMRD Applicant opied | goine neern for £20,000 Inspection invited 
MRCP. FROS. MD tt cants requiring testimonials, exes, 
- communicate with Manton | Enduiries to Box 3178. B.M.J 
‘ H ' ¢ Med S Ltd Victoria Street, S.W.1 
\ sts 
applicat Iypewriting and Duplicating First-class work. HO TELS 
H St NW HAM S329 od BELGIUM.—-HEYST, GRAND HOTEL PLAGE. 
POSTAL COACHING FOR All MEDICAL Unique sca-front Private sunny terraces 
PNAMINATIONS Examination sses |} Brochure request Resident Proprietor, Willy Van 
1985: MRCP Lond. 234, FRCS Eng. P CONSULTING ROOMS, ETC. Isacker 
1s FRCS Ene Fina 62.M D Obs 
RCOG DA DCH AVAILABLE 
and Con als t t Harley Street area. Well furnished consulting 
for the MDLond. MRCP Edin. FE RCSEdin. | room. Full, part-time or accommodation address MISCELLANEOUS 
DPPH. FEA, DPM Assista with MD State requirements, Box 0, BMJ Sale. —Cystoscope, combined set (A. & H.), com- 
I Pros s, list of tutors t Harley Street. Ground floor large unfurnished plete. perfect. £27 Sigmoidoscope, complete, t¥ 
t GE Oates.MD MRC PA secretary's ft m Usual services Instrument Cabinet sortable stand, plate glass 
ait Examination Posta tite n l Red Cenu h ung and = plate £500 per annum shelves £10 Box 3147 BMJ 
Square london WC! ? Hol rm Box 
Bronze Nameplates, send size and lettering for 
UNIVERSITY OF LONDON free proof-Abbey Craftsmen. 78, Osnabureh 
(Bartisu Posrarapuare Mr OERATION) Street. NW 1 EUSton $722 
INSTITUTE OF NEUROLOGY (QUEEN SQUARE) Bronze Name Plates with cream enamel letter- 
ing. Send size and tiering for estimate Osborne, 
A Course of Lecture ’ 117, Gower Street, London, W.C.1 
RIOCHEMICAL AND CLINICAL ASPECTS OF DISORDERS OF METABOLISM IN RELATION Elmavist “ Junior Electrocardiograph, photo- 
TO THE CENTRAL NERVOUS SYSTEM graph in very good nditic n modified for 
recording AVR, AVL. AVF and CR, CL and Ct 
‘ be given in the Lecture Theatre N il Hospital, Que Ss are, Le on, W.C.1, on Mondays in addition to limb leads 1. 2 and 3. £100 or offer 
(Brioche Frida ( ca pom | Box 3179 BMJ 
Mon..Jan. 14 cal As Vita B Sir PH RS, M FR s. Microscopes. Highest prices paid for good 
we B a rysiology) modern types. Send or bring your equipment for 
Clinica A « Ci Dr SPILLANE. valuation Wallace Heaton. Ltd 127. New Bond 
Disorder United Cardiff Hospitals) Street, WI 
Mon Biochen il A I Proressor R. H. S. THOMPSON, B.SC 
iG Host Medical School) Nameplates, Bronze, Brass, Plastic. Sketch and 
stimates f Austin Luce & 19, College 
The Demye Diseases Sin CHARLES SYMONDS, DM mat ree 
Mon Biochemical Aspec Porphyrin Dis Prorressor ¢ RIMINGI PH.D, 
orders (Unive ty College H tal Medical School) 
i Clinical Aspect Por D fers ELKINGION, M.D 
Institute of Neurology) > wy reo 
4 Biochemical Aspects of Disor Cale Prorisson Dent, MEDICAL PRACTICES 
cium and Phosplh« M m v exe Hospital Medical School) 
8 Clinical Ast Disorders of Calcium P. K. ROBINSON, ADVISORY BUREAU 
and P us Meta (R i} South Hants Hospital) 2 
M i! en Aspe D Dra. J. N. Cum APPOINTMENTS INFORMATION SERVICE 
Copper Metab il st f Neurology) Doctors secking information about openings in 
f is Clinical Aspects of Di ler Copper Dr. R. FE. Ketry, M.D., MRCP the various fields of medical practice, or introduc- 
Metabolism (Institute Neurology) tions as ums, assistants of partners, are invited 
Mon 18 Biochemical Asp f Liver Metabol ’ Dr. SHERLOCK, M_D., £.R8.C.P address enquirics to the Medical Director. 
and the ¢ al Neg S (Postgradua edical School) Medical Practices Advisory Bureau, at 
hr Aspects of Li Metat ’ Dre. MICHArL KREMER, M_D., £.8.C.P 
the Central Ner ss System (Institute of Neurolog B.M.A. House, Tavistock Square, Londoa, 
Mon 25 Aspec of Anox ind H. McILwatn, b.s¢ W.C.1, Telephone number: EUSton 5601/2. 
plycaemic States (institute of Psychiatry) 33, Cross Street, Manchester. Telephone 
Pri Mar. 1 Clinical A ts of Anoxic and Hypo- Dr. Dents WILLIAMS, C.B.F.. M.D, FRCP number: Deansgate 3691 
givcaemic State (Institute of Neurology) 
Mon 4 Biochemical Aspects of Pituitary Adrena Proresson F. T. G. PRuUNTY, M.D... F.RLC.P 7, Drumsheugh Gardens, Edinburgh, 3. Tele- 
Disorder (St. Thomas's Hospital Medical School) phone number: Central 7184. 
Fri 8 Clinical pects of Pituitar Adrena Dr. J. D. N. NABARRO, M.D., M.R.C.P 234, St. Vincent Street, Glasgow, C.2. Tele- 
Disorder (Middlesex Hospital) phone number: Central 5636. 
Mon it Biochemica A spec of Disorder of Dr CUMINGS, M.D., F.RLC.P 
ipid Metabolism (Institute of Neurology) The services of the Medical Practices Advisory 
Fr Clinical Disorders of Lipid Dr. Paul SANDIFER, F.R.C.P., Bureau are free to members of the Association 
Metabolism (Institute of Neurology) 
Mon 18 Biochemical Aspects of Disorders of Dre. BRIAN MCARDLE, M.D.. M.R.C.P 
Muscle (Guy's Hospital) AGENTS 
tr 22 Clinical Aspects of Disorders of Muscle Dr. JOHN MARSHALL, M.R.C.P., 
(Institute of Neurology) PERCI\ AL I l RN ER. : I D. 
The fee for the full course of 20 lectures will be five guineas, but tickets w be issued for Mondays only MEDICAL AGENCY (Est. 75 years) 
(Biochemical lecture ut three guineas a course 10 lecture or for Fridays only (Clinical lectures) at = 
three guineas for a course of 10 lectures, or for a single lecture, 7s. 6d Tickets may be obtained on application 2s. Maiden Lane, Strand, w.c 2. Telephone : 
to the Dean, Institute of Neurology (Queen Square), The National Hospital, Queen Square, London, W.C.1 TEMple Bar 9011. Night: Walton-on-Thames 178 
Published by the Proprictors, the British Medical Association. Tavistock Square, London, W.C.1. and printed by Fisher, Knight & Co. Lid. 
The Gainst ugh Press, St. Albans Printed in Great Briain iLotered as Second Class at New York, | \ Post Office 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
for Nervous and Mental Disorders 


President: The Earl Spencer. Medical Supt., 
Thomas Tennent, F.R.C.P., D.P.H., D.P.M 


This R d in 130 acres of 
park and pleasure grounds. Voluntary patients who 
are suffering from incipient mental disorders or who 
wish to prevent recurrent attacks of mental troubic. 
temporary patients and certified patients of both 
sexes are received for treatment. Careful clinical, 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


ed H 
1s 


tisement Director, 
Medical Journal,” 
B.M.A. House, Tavistock Square, London, W.C.1. 


Members should include the word ““ MEMBER " underneath their signature. 


Every effort will be made to include ‘* Hospital '’ and ‘* Small '’ advertisements in the forth- | biochemical, bacteriological and pathological exam- 
coming issue provided they reach this office by not later than first post on the FRIDAY of the | mations. Private rooms with special nurses, male 
in Hospital or in one of the numerous 


or female, 
villas in grounds of the various branches can be 
provi 

MOULTON PARK.-—Two miles from the main 
Hospital there are several branch establishments 
and villas situated in a park and farm of 650 acres. 


week preceding date of issue. 
Cancellation of advertisements cannot be accepted if received after 4 p.m. on the Monday prior 
to date of issue (issues affected by public holidays excepted). 
DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


APPOINTMENTS Milk, meat, fruit and are J to the 
HOSPITALS Hospital peers a | farm, gardens, and orchards of 
PUBLIC HEALTH Minimum charge £1 16s. for 4 lines (disp joulton Par ccapational therapy is a feature 
SITUATIONS votes of this branch and patients are given every facility 

counting as lines). 9s. a line thereafter. for occupying themselves in farming, gardening and 


fruit- ’ 
UNIVERSITY AND Box number address forms part of the advertise- a 


RESEARCH WANTAGE HOUSE.—This is a reception Hospital 
enna AND r ment and counts as 6 words (1 line). An additional in detached grounds with a separate entrance to 
: . . which paticnts can be ad It is eq d with 

LECTURES Is. is charged to cover box fee and addressing and all the apparatus for the complete investigation and 


treatment of Mental and Nervous Disorders by the 
insulin treatment is avail- 
It contains special depart- 


SCHOLARSHIPS AND 
STUDENTSHIPS 
NURSING ‘HOMES 


postage of replies. 
most modern methods 
able for suitable cases. 


PRACTICES (Exec. Councils) J ag | for hydrotherapy by various methods, inciud- 
; 2 ing Turkish and Russian baths, the prolonged 
PRACTICES immersion bath. Plombiére’s treatment, etc. There 


PARTNERSHIPS MEMBERS—PER INSERTION is an Opcrating Theatre. - 
ASSISTANTSHIPS With Box No. With name and address ray Ultra-Violet 
LOCUMS 12 words 19s. (minimum charge) | 18 words 18s.(minimumcharge) | partment for Diathermy and High-frequency treat- 
SITUATIONS ment. It also contains Laboratories for biochemical, 
PRIVATE BARGAINS 24 bacteriological and pathological research. Psycho 
nit juee 8 members only) L Additional words: 6s. for each 6, or less therapeutic treatment is employed when indicated. 
DIETITIANS NON-MEMBERS—PER INSERTION 
IRSES With Box No. With name and address 4 situated in 
HOUSEKEEPERS 12 words 23s. 6d. (min. charge) gS words 22s. 6d. (min. charge) Park of 330 acres at Lianfairfechan amidst the 
RECEPTIONISTS | es | » 30s. finest scenery in North Wales. On the North-West 
SEC.-TYPISTS a al 38s. 6d 9 37s. 6d side of the Estate. a mile of sea-coast forms the 
MOTOR CARS Additiona! words: Is. 6d. for each 6, or less boundary. Patients may visit this branch for a 
MISCELLANEOUS J short seaside change or for longer periods. The 
own bathing house on the 
PERSONAL 1 seashore. cre is trout-fishing in the park. 
NOTICES At all the branches of the Hospital there are cricket 
COMMERCIAL PER INSERTION : grounds, football and hockey grounds, lawn tennis 
_ M APPTS. 12 Fe Box No. With name and address courts (grass and hard courts), croque: grounds, 
> wor s. (minimum charge) 18 words 36s. (minimum charge) golf courses and bowling greens. Ladies and 
CRU ISES AND TOURS 244 
rat ARS (T. E gentiecmen have their own gardens, and facilities 
MOTOR CARS (TRADE) ee Se : 30, Os. are provided for handicrafts such as carpentry, etc 
MISCELLANEOUS Additional words: 12s. for each 6, or less 
(TRADE) For terms and further particulars apply to the 
Medical Superintendent (Telephone No.: North- 
ACCOMMODATION ampton 4354 (3 |ines) ), who ean be scen in 
om etc.) PER INSERTION by appointment. 
NSU NG ith name 


address 
HOUSES, ETC. 12 words = (minimum charge) & words = (minimum charge) 
s. . 


With Box No. 
| CHEADLE ROYAL, CHEADLE, 


ECRETARIAL A ” CH 
TYPING AND Additional words: 9s. for each 6, or less ESHIRE 

DUPLICATING J Registered Mental Hospital 

President : 

DISPENSERS PER INSERTION 5 
NURSES With Box No. With name and address The Right Hon. The Earl of Derby, M.C. 
HOUSEKEEPERS seeking 12 words 13s. (minimum charge) 18 words 12s. (minimum charge) Medical peorteentens 
RECEPTIONISTS posts 18 24 W. V. Wadsworth, B.Sc., M. R. C.P., D.PLM. 
SEC.-TYPISTS mendi: This hospital receives all types of patients who 


are suffering from psychological and senile illnesses. 
it has recently been extensively redecorated and 
central heating has been installed throughout, 
making it one of the most luxuriously appointed 
hospitals in the country. Private rooms, with 
special nurses, can be provided. 


All patients receive very careful and thorough 
clinical and pathological investigation, the most 
modern psychiatric treatment is available, including 
deep insulin therapy. Psychotherapeutic treatment 
is employed in suitable cases. 

OCCUPATIONAL THERAPY is special 

REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held feature of the hospita] and there are excelient 

by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. Two or facilities for indoor and outdoor recreation—tennis, 

more replies can be enclosed in one envelope, addressed to the Advertisement Director. They will be cricket, croquet, badminton, billiards, cinema, 
forwarded to the advertisers in plain envelopes. television, ctc. 

GERIATRIC UNITS for mild cases of cc ollity 
are provided where patients can pursue as normal 
a life as possible. 

The hospital is situated in 300 acres of pleasant 
Cheshire parkland, and yet is only 9 miles from 


MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be sent by AIR MAIL. 
The minimum cost is 3s. per week, which covers up to three separate headings : additional headings 
ls. each. Please state type of vacancy and remit to the Advertisement Director, B.M_J. 


Every effort 1s made to ensure the accuracy of advertisements appearing in the Journal. No recommendation 
is implied by acceptance, and the British Medical Association reserves the right to refuse or interrupt the insertion 
of any advertisement. 


Advertisement Director, British Medical Journal, B.M.A. House, Tavistock Square, London, W.C.1. 
Telephone: Euston 4499. Telegrams: Britmedads, Westcent, London. 


HOMES 


THE HERMITAGE, TWYFORD, BERKSHIRE 

A country house Nursing Home for treatment of 
Neurosis and Addiction. Brochure from Resident 
Physician. Tel.: 53 


WYKE HOUSE, ISLEWORTH, MIDDLESEX 


A private Hospital for individual treatment of 
all forms of Nervous and Mental Ilness including 
Alcoholism Voluntary and certified patients of 
both sexes are admitied and particular attention 
is given.to the needs of the aged. Apply. Residem 
Medical Svperintendemt. Tel.: EALing 7000 


CHISWICK HOUSE, PINNER, MIDDLESEX 
Telephone : Pinner 234 

Private Nursing Home for Mental and Nervous 
iliness. All modern forms of treatment. Two 
country houses in adjoining grounds of 5 and 6 
acres respectively. 12 miles from London. Trains 
every 15 minutes from Baker Street to Pinner.— 
Douglas Macaulay. M.D., D.P.M 


SPRINGFIELD HOUSE, sacar BEDFORD 
"Phone: Bedford 3417 
For Mental Cases (including the aged). Fees 
from nine guineas per week. For forms of admis- 
sion, etc., apply to the Resident Physician, Cedric 
W.. Bower. Interviews in London by appointment 


Manchester. 

GLAN-Y-DON is the hospital's convalescent 
home overlooking the sca at Colwyn Bay. It is 
extremely comfortable and well appointed and has 
its own farm and market garden. 

For terms and further particulars, apply to the 
— Superintendent. Telephone: GATLEY 
2231. 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home, 235-7, Ballards Lane. 
N.3. Tel. : FiNchley 5283. Resident Med. Director, 
R. M. Riggali. Mem. Brit. Psycho-Analytical Socicty. 
Deep insulin coma unit, psychotherapy, etc. Fees 
from 12 gns. 
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Ritalin 


(phenyl-(cx-piperidyl) -acetic acid methyl ester hydrochloride) 
ANTIDEPRESSIVE AND STIMULANT 


for 
GENERAL DEBILITY, MENTAL AND PHYSICAL FATIGUE 
POST INFLUENZAL DEPRESSION, CONVALESCENCE 
Does not impair appetite nor produce agitation 
Available in tablets of 10 mg. in bottles of 25, 100 and 500 


CIBA 


‘Ritalin’ is a registered trade mark. Reg. user? 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX. 
Telephone: Horsham 4321 : Telegrams: Cibalabs, Horsham 


Pat. 


Ensures FULL therapeutic response from 
oral Aminophylline 


FOR THE TREATMENT OF : 


Bronchial or Cardiac Asthma... 
As a diuretic in congestive heart failure 
As a supplement to emergency treatment in 
Status Asthmaticus . . . Angina Pectoris 


TABLETS: 3 gr. Aminophylline B.P. and 4 gr. Dried Aluminium 
Hydroxide Gel B.P.C. Also available combined with phenobarbitone 


G gr.). Bottles of 25, 100 and 1000 tablets. 
—(_ RIKER 
THEODROX is a registered trade mark of 
RIKER LABORATORIES LIMITED 


LOUGHBOROUGH, LEICSs 
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